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ABSTRACT
This study examined the effectiveness o f transitional objects, in reducing selfinjurious behaviors (SIB) from a psychodynamic theoretical perspective through two
single-ease designs with middle-aged women. Participants received treatment as usual
(TAU) from their on-going individual psychologists during an 8-10 week baseline phase,
received a transitional object, and then continued TAU during a 22-23 week treatment
phase. Participants completed the Self-Injury Survey (SIS) at weekly administrations
during the baseline and treatment phases. Participants completed the Adult Separation
Anxiety Questionnaire (ASA-27). Dissociative Experiences Scale (DES-fl). Symptom
Checklist 90, Revised (SCL-90-R), and Reciprocal Attachment Questionnaire (RAQ)
periodically throughout the baseline and treatment phases, with a total o f five
administrations.
Three hypotheses were examined, with this author expecting that, each of the
hypotheses would demonstrate that transitional objects are effective in reducing SIB. The
results were inconclusive in that the transitional object appeared to have reduced SIB for
both participants, but reductions were visually meaningful for only one participant and
not statistically or clinically significant for either participant. Results are discussed
through the examination of the idiosyncratic and diagnostic features of each participant as
they relate the effect of the transitional object on SIB.

CHAPTER l
INTRODUCTION
Self-injury is a troubling awl complicated problem tor mental health professionals
when working with clients who harm themselves. Considering shat an alarming 13 to
16% of those who self-tnjure will die from suicide within a five-year period (Crowe & ,
Bunelark, 2000), advancing the current undemanding of this behavior ami its treatment is
imperative. This is especially important lor inpatient persons because it is reported that
between 7*10% of psychiatric mparients engage in deliberate nets o f self-harm (van «icr
Kolk. Perry, & Lewis-Merman, 1991), Perhaps even more alarming is that Klonsky,
OI unarms. and Turkheimer (2003) found mat 4% o f those in non-chfiica! populations
reported a history o f deliberate self-liarm. Iherefore, regardless of the population one is
concerned with, self-injury is a destructive and problematic behavior for a significant
minority o f persons.
Much of the research examining the etiology of self*injury .speaks to the
importance of childhood experiences of abandonment, neglect, ami resultant attachment
difficulties in those who self-injure us adults (Oral/. Conrad, & ttocmer, 2002; Simpson
& Porter, 1OKI; van der Kolk et a t, 19911. flased on the importance of attachment
difficulties for adult self-ipjurer*, I chose to focus cm a psychodvnamic therapy technique
aimed at increasing feelings of stability and emotional object constancy in relationships
for adults, namely the use of transitional objects (Arthem & MndMh 1999; Mtmter, 1991),
The formative function of transitional objects involves helping toddlers feel a sense of
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connection to their primary caregivers (PCGs) in their absences, and subsequently to
maintain a sense of security in the PCGs as reliable and available (Gaddini & Gaddini,
1970; Karen, 1994; Winnicott, 1953). Therefore, it was hypothesized in the present study
that transitional objects for adults would have the same comforting effect, and facilitate
the same development of trust in other’s availability, as it does with healthy children;
thereby reducing the instances of self-injurious behaviors (SIBs).
Several terms are utilized interchangeably throughout the literature to refer to
self-injurious behavior, terms such as self-mutilation, self-harm, deliberate self-harm,
self-injury, self-inflicted pain and possibly others as well. However, the definitions
among these terms all remain relatively stable from researcher to researcher, thus they are
used interchangeably in this paper. Brodsky, Cloitre, and Dulit (1995) defined selfmutilation in their study as “deliberate self-injury to body tissue without the intent to die”
(p. 1789). Crowe and Bunclark (2000) described self-harm in a similar way, yet added to
their conceptualization the apparently addictive quality of the behavior.
In the present study, I am concerned with trying to reduce these insidious and
harmful behaviors by the use of transitional objects within a therapeutic relationship. A
transitional object is derived from psychoanalytic theory, “where the object is viewed as a
psychological bridge allowing the child to make the transition from primitive narcissism
to a more mature emotional attachment to others” (Reber, 1995, p. 505). Even though
symbolic of, and assisting in, intrapsychic processes, the transitional object is an actual
tangible item, typically soft, and not a part of the child’s body or the body of the
attachment figure (Winnicott, 1953). The object must always be symbolic of a primary
attachment relationship and hold utmost emotional significance to the child—sometimes

to the point o f being more highly sought than the actual attachment figure (W innicott,
1953). The concept o f the transitional object in childhood and its uses, as well as its
proposed uses in adulthood, is intricately explored later in this paper.

This paper is organized such that first is an outline of the range, types, and
motivations of self-injury engaged in among several psychiatric populations in order 13r
the reader to gain a better understanding of the breadth of the problem and the importance
of investigating efficacious treatments. Next, psychodynamic explanations of self-injury
are offered, as well as a detailed outline of the separation and individuation process,
which theoretically occurs during the first three years of life. This is done to provide the
reader with a background on psychodynamic theory and to make the use and function of
transitional objects in childhood, and the proposed use in adulthood, more
understandable. Then psychodynamically-oriented treatments of self-mutilation are
discussed in order to reveal in an anecdotal fashion what is being investigated empirically
in the present study. Multicultural considerations are provided due to the Western
premise of many of the ideas driving psychodynamic theory, as revealed in key terms
such as “independence,” “separation,” and “autonomy.” Finally, an explanation of my
choice to use a single-case design is provided.
Spectrum of, and Motivations for, Self-Injurious Behaviors
Osuch, Noll, and Putnam (1999) discussed how self-injury lies on a continuum
that includes socially acceptable and socially forbidden behaviors. They stated that the
motivation for the socially acceptable types of self-harm is typically beautification
(piercings, tattoos, and in some cultures elongation of the neck or facial scarification).
Socially unacceptable forms of self-injury, which is the focus in this paper, include other
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non-suicidal forms of self-harm that serve purposes other than beautification. These types
of behaviors are most common in those with characterological disorders, psychiatric
illness, and neurological or developmental impairments. Self-injury can include anything
ranging from superficial scratches with fingernails, punching and hitting oneself, deep
cuts caused by sharp objects, burning, making oneself sick with toxins, to parasuicidal
gestures. More extreme forms of self-injury such as self-castration or eye enucleation are
most common in those with chronic psychotic disorders.
Self-injurious behaviors may be categorized by considering the type of patient
that engages in the behavior, and/or the context in which the behavior occurs. According
to Winchel and Stanley (1991), the categories and/or contexts include mentally retarded,
psychotic, prison, and character disordered individuals. Self-injury in mentally retarded
populations may occur in anywhere from 3.5-40% of persons. Those with psychotic
disorders typically perform dramatic types of self-injury such as autoamputation and
autosurgery. Prison populations tend to engage in the same types of self-injury as those in
the characterological domain (listed in the paragraph above), yet the reason is speculated
to be intentionally manipulative in order to gain privileges or side-step punishments.
Finally, they specified the distinct group of individuals with character disorders who
engage in a wide range of behaviors that cause intentional bodily harm.
Participant Inclusion and Exclusionary Criteria for Present Study
The self-mutilation committed by the character-disordered group is thought to be
the result of poor tolerance for anxiety and anger. It is important to note that Winchel and
Stanley (1991) did not include solely personality disorders under the umbrella, “patients
with character disorders,” but additionally emphasized eating disorders and anxiety

4

disorders. This group seems to represent a “catch all” category for many forms of mental
illness that do not meet the diagnostic criteria for a psychotic or developmental disorder.
1 his is an important distinction for the present study, which was designed to assess the
efficacy of transitional objects in reducing self-injurious behaviors in persons with
psychiatric illnesses in general. With the exception of ruling out particular disorders for
participation (rationale explained in the paragraphs below), inclusion in this study did not
require meeting the diagnostic criteria for any specific category of mental illness.
The purpose of self-injurious behaviors in mentally retarded persons is often self
stimulation with organic causes (Stein & Niehaus, 2001) and is not related to the easing
of psychological pain, thus this population was not included in the present study.
Similarly, in those who are psychotic at the time of self-injury, the behaviors are reported
to occur in response to command hallucinations or delusions, thus they were not included
in the present study. Transitional objects would not theoretically be expected to impact
the presence or absence of hallucinatory experiences. Finally, considering the
hypothesized manipulative nature of self-injury in prison populations, these individuals
also were not included in the present study, as transitional objects are not expected to
have a direct, diminishing effect on manipulative behaviors. However, manipulation may
be indirectly affected by transitional objects as overall mental health improves based on
the proposed emotional stability facilitated by the use of a transitional object. This is
because, loosely defined, any attempt on the part of the clients to get their needs met (i.e.,
self-injury as a cry for help) could be considered manipulation.
Whereas the content of the above paragraph focused on exclusionary criteria, the
focus will now change to inclusionary criteria. Those that were eligible for inclusion were
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adult clients at various outpatient clinics who self-injured and were diagnosed with a
variety of disorders—excluding psychotic and developmental disorders. Although a
majority of the research on self-injury has been applied to those with borderline
personality disorder, the motivation for self-injury in clients with many other mental
health disorders is argued to be similar (see Kaflca, 1969; Moskovitz, 2001; Osuch et ah,
1999, below). Specifically, those with borderline personality disorder, as well as a variety
of others who self-injure, have indicated that self-harm serves functions such as easing
tension, providing a link between past and present contact for those who were abused as
children, or to feel something when all else is numb. Theoretically (Arthern & Madill,
1999; 2002; Fonda, 1996; Guinjoan, Ross, Perinot, Maritato, Jorda-Fahrer, & Fahrer,
2001; Kafka, 1969), the function served by transitional objects is equally helpful in
reducing and addressing each of these motivations for self-injury by providing a symbolic
relationship, stability (e.g., the transitional object never changes and represents a constant
relationship), comfort (e.g., it is soft or warm, within the control of its owner), and
therefore a release from tension—regardless of the disorder driving this tension,
loneliness, anxiety, or other malady.
Motivations for SIB
Moskovitz (2001) delineated six possible reasons for self-injury (applied in his
writing to borderline personality disorder). First is for the purpose of punishment over
things that one may feel guilty about. The second reason is as a sacrifice, sometimes
ritualistic in nature, for “bad” or “evil” parts of the self. Thirdly, when the injury is
visible or revealed, it may be to get the attention of others and/or initiate rescue. Fourthly,
when emotional pain becomes impossible to bear, self-inflicted pain may reduce
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numbness, make one feel real, or serve as a distraction from intolerable psychological
pain. A fifth reason is that those who self-mutilate may do so in such a way that the
injury is symbolic of something. Moskovitz’s sixth, and final reason, is that self-harm
may be a reenactment of previously experienced harm, such as childhood abuse, in order
to have emotional continuity between the past and the present. In support of this last
purpose are the numerous literature citations linking histories of childhood abuse with
self-injurious behaviors (Brodsky et al., 1995; and Guinjoan et al., 2001; Osuch et al.,
1999).
Empirical research on the motivations for self-injury provides support for all of
the reasons listed above, as well as identifies additional motivations. Osuch et al. (1999)
recruited inpatients admitted to the general adult unit and the trauma disorders unit of a
tertiary care psychiatric hospital over a five-month period. Those who gave consent to
participate, had sufficient length of stay to complete the study, did not have a thought
disorder, cognitive impairment, and were not receiving electroconvulsive shock therapy
(ECT), were included in the final sample (30.7%). It was not necessary to have engaged
in self-harm in order to participate. Participants completed the Dissociative Experiences
Scale (DES; Carlson and Putman, 1993), the Beck Depression Inventory (BDI; Beck and
Steer, 1987), the Davidson Trauma Scale (DTS; Davidson, Book, Colket et al., 1997),
and the Millon Clinical Multiaxial Inventory-II (MCMI-II; Millon, 1987). Furthermore, a
5-20 minute semi-structured interview was conducted with each participant to get
detailed information about his or her self-injurious behaviors.
Osuch et al. (1999) were also seeking to validate the Self-Injury Motivation Scale
(SIMS), created for their study, thus this instrument was also given. The SIMS included
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35 items that are statements about motivations for self-injury for which the participant
rates on a scale from 0 “never” to 10 “always.” Factor analysis revealed a six-factor
solution for the SIMS including: affect modulation, desolation (isolation or emptiness),
punitive duality, influencing others, magical control, and self-stimulation. The SIMS
revealed good reliability and validity, with a high Cronbach’s alpha, split-half, and testretest reliability. The results suggest an ability of the SIMS to break down the many
possible motivations for self-injury into six major themes, with 35 individual reasons
(items) making up the full inventory. Some compelling concepts that were not identified
by Moskovitz (2001) were reflected in several items on the SIMS such as “to decrease
feelings of rage,” “to do something that only I have control of that no one else can
control,” “to diminish feelings of sexual arousal,” and “to show others how strong or
tough I am” (Osuch et al., 1995, p. 341).
The results of the Osuch et al. (1999) study may need to be viewed with caution
because the participants in the study might have had more severe pathology and may
have received more treatment when compared to those patients who were excluded from
participation. For example, the inclusionary criteria may have ruled out those with more
severe symptomology in that those eligible to participate were not receiving ECT and did
not experience thought disorders. Also, participants received more treatment when
compared to non-participants because they had to stay a sufficient length to complete the
study. The sample size was only modest (99 participants) meaning that the factor solution
could change with a larger and more varied sample. Finally, the items making up the
SIMS are face valid and participants may have impression managed by declining to
endorse items that negatively portrayed their reasons for self-injury, such as the items
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indicating self-injury as a way of influencing others. However, considering the overlap
with motivations for self-injury delineated by Moskovitz (2001), who spoke from a long
career of working with borderline individuals who self-injure, Osuch et al.’s (1999)
findings may well be generalizable to the range of self-injurers.
Many clients who self-injure experience feelings of frustration, anger,
helplessness, loneliness, and confusion. These feelings, when experienced by the client,
often either contribute to the self-injury, or are experienced as a reaction to having just
self-injured. In one case study, the client describes it like this, “...but now all I feel is
empty. I don’t have any idea what’s important anymore” (Moskovitz, 2001, p. 11),
concluding that all she could do to ease the mounting tension was to cause herself
physical pain. Another client recounts feeling relief as her own warm blood ran over her
aim. Interestingly, and in line with the rationale of the current study, the therapist
explained the blood as a transitional object that was linked to the internalized
representation of the mother. The motivation to self-injure then came from the soothing
aspect of externalizing the mother representation (blood) in a time of crisis (Kafka,
1969). There are, of course, other possible explanations for the relief the client felt from
the blood, such as the relief of feelings something, and particularly something warm.
However, this may be a more “surface” explanation, whereas Kafka (1969) may provide
insight into the why having that sensation feels good.
Psychoanalytic and Psychodynamic Conceptualizations of Self-Injury
Classical psychoanalytic theory conceptualized self-injury as a direct expression
of either aggressive or sexual drives. Self-injury from this perspective was a turning of
the primary aggression instinct, or death instinct, inward toward the self. Self-injury is
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also classified by psychoanalytic theory as an expression of primitive and intolerable
guilt turned inward as a result of aggressive impulses or libidinal drives that seem
unacceptable to the individual. In this case, the self-mutilation is a punitive function
performed by the primitive superego. The one who self-injures is trying to destroy the
body as the cause of the unacceptable urges. The self-injury itself is a form of
displacement because the individual is harming other parts of the body for what is
thought to be an urge to destroy the genitals. From this perspective, the calm feeling
described by most self-injurers following the act is explained as relief that the genitals
remain unharmed (Guralnik & Simeon, 2001).
To distinguish from classical psychoanalytic theory, the rationale for present
study is operating from an object relations perspective, which is informed by
psychodynamic theory. Psychodynamic theory added a relational focus to much of
psychoanalytic theory, and consequently the proposed etiology and function of self-injury
is more relationally based. According to object relations theory, the mental
representations of others that each individual carries with him or her are based on the
affective experiences with significant object figures as perceived by the individual. When
one demonstrates aggressive acts, such as self-injury, it is purported to be the result of an
object world filled with criticism and limited in any internal security (Guralnik &
Simeon, 2001).
Specifically, the acts of self-injury are thought to be a function of the ego as it
seeks to murder its bad objects, while sparing the good ones. Rather than separating from
the mother, she was retained through introjection, and self-mutilation therefore is
conceptualized as an attack on the internalized object—typically the mother (Guralnik &

10

Simeon, 2001). In order for this whole concept to become clear, a review of the first three
years of life from a psychodynarnic perspective is necessary. This review pertains
particularly to the separating and individuating process, as well as the process of
internalizing good and bad objects—with the goal of being able to relate to others as
whole (i.e., both good and bad) objects.
Separation and Individuation: The First Three Years of Life
During the 1960s, Margaret Mahler first began to unite attachment and
psychodynarnic concepts into a more comprehensive theory of infant intrapsychic structure
and developmental stages that closely parallel all major concepts in object relations theory
today. Mahler described three main developmental stages that she hypothesized all children
go through. These stages are identified as: normal autism (zero to two months), symbiosis
(two to six months), and separation and individuation (six months to two years and
beyond). As a result of significant relationships in the infants’ lives during these stages,
they can either progress healthily into adulthood or suffer severe personality disorders that
are embedded by the age of three (Mahler, Pine, & Bergman, 2000).
The first stage of life is characterized by a sense of complete oneness between
mother and infant. This period of normal autism is marked by a lack of awareness that the
mother’s appendages are not connected to the self and that the infant requires this other
person and cannot satisfy its own needs. During the second phase, symbiosis, the infant’s
primary focus is still aimed at the satisfaction of its own needs and the maintenance of
homeostasis. A healthy resolution of the autistic and symbiotic phases is paramount to a
healthy resolution of the separation-individuation stage (Mahler et al., 2000).
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During the first phase of the separation-individuation process (15-24 months) the
mother’s emotional support of the infant’s ambivalence regarding closeness and
separateness is imperative for healthy emotional development. Primary caregivers who
cannot support this need in their children will cause a “rapprochement crisis” causing rage
in the child which will necessitate a split into “good” and “bad” mother object in order to
avoid destroying the good and needed love object (Mahler et al., 2000).
During the second-phase of separation-individuation, the child has two tasks
consisting of developing an individual identity and certain aspects of object constancy.
Developing an emotional object constancy depends on the infant’s ability to internalize a
stable, “good” mother image based on the previous developmental stages. The child must
also unify the previously split good and bad object parts into a unified representation of a
whole object. The ability to unite the two parts of the object is facilitated by trust and
confidence in the object developed by her regularly meeting the infant’s needs in the
symbiotic phase. This internalized image will lead the child to be able to better tolerate
greater periods of separation from the love object because it now has a reliable intrapsychic
representation of the desired security even when the love object is not physically present
(Mahler et al., 2000).
The fear of abandonment that is experienced by children with unsuccessful
resolutions of the rapprochement crisis is similar to the symptoms experienced by adults
who seek therapy for dependent, avoidant, and borderline personality disorders (Mahler et
al., 2000). This phenomenon would be expected by object relations theorists who accept
that early relationships will leave a type of “blue-print” in the adult mind of what one can
expect from others and how he or she needs to act in order to have his or her needs met.
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The inner world holds representational images that parallel the individual’s actual
experience of objects in the external world (Piper & Duncan, 1999).
A brief description of how Masterson (1988; 2000) conceptualized borderline
personality disorder from an object relations perspective will illustrate the parallel between
early and later patterns of relating. According to Masterson, those with borderline
personality disorder (BPD) began to separate during the symbiotic stage, but were rejected
for this attempt at autonomy. They experienced maternal rewards for clingy and dependent
behaviors (attachment). These same children received withdrawal and punishment for
efforts to separate from the mother (nonattachment). These children only leam to respond
to the need satisfying part of the object, which associates dependency with love. As adults,
people with BPD continue to display dependent behaviors and expect that their clinging
will be rewarded with affection (Corey, 1996; Masterson, 1988).
Quality of Attachment as Etiology of Self-Injury
Psychodynamic theorists provide compelling explanations for the development of
self-injurious behaviors; many of these explanations are tied to early attachment with the
primary caregiver. Additionally, understanding the connection between attachment and
self-injury will facilitate the understanding of the proposed link in this study between
self-injury and transitional objects. This section of the paper is dedicated to exploring the
proposed connection between quality of infant attachment and self-injury. Later, under
the heading “Formative Functions of Transitional Objects,” the early chi ldhood function
of transitional objects is explained. My goal in writing the latter section is to make
evident the rationale for the purpose of this current study; that is, to test the effectiveness
of transitional objects in reducing self-injurious behaviors.

13

van der Kolk et al. (1991) explored the connection between self-destructive
behaviors and histories of childhood trauma and disrupted attachments. Seventy-four
adults ages 18-39 were followed for approximately four years each during a longitudinal
study on the relationship between histories of childhood trauma and disruptions in
parental care giving and suicide, self-injurious behaviors, eating disorders, and
dissociation (van der Kolk et ah, 1991). Each of the participants was diagnosed with at
least one personality disorder and one was diagnosed with bipolar II disorder. Data were
collected on suicide, self-injury, eating disorders, and dissociation approximately every
four to six months throughout the study. At the end of the study, interviewers who were
blind to the behaviors indicated previously by the participants interviewed each of them
regarding childhood experiences of abuse and disruptions in parental care. At intake, 87%
of the participants reported engaging in some form of self-mutilation.
The results of the data collection and interviews in the van der Kolk et al. (1991)
study revealed a strong association between self-destruction and childhood trauma.
Specifically, 77% of those who had attempted suicide indicated histories of major
childhood abuse and 72% reported disruptions in early parental care. Cutting was
analyzed separately from other forms of self-injury and of those who reported cutting,
79% identified major trauma in their childhood and 89% endorsed major disruptions in
parental care. Prolonged separation from a caregiver was separately identified by these
authors as a specific disruption in attachment that was significantly related to all types of
self-injury. The authors concluded that the relationship between neglect and selfdestruction “...implies that although childhood trauma contributes heavily to the
initiation of self-destructive behavior, lack of secure attachments maintains it” (p. 1669).
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Interestingly, while predicting suicide attempts, cutting, other forms of self-injury,
and anorexia, childhood trauma scores did not predict suicidal ideation in the van der
Kolk et al. (1991) study. Although not stated by the authors, this may suggest that
childhood trauma affects impulse control, and it parallels current knowledge regarding
the difficulty with emotional regulation in those who self injure. This explanation is
speculation by the present author based on the finding that all participants were equally
likely to report suicidal ideation, yet those with childhood traumas were significantly
more likely to report engaging in actual acts of harm. Therefore, those who experienced
trauma in childhood may not be as capable, when compared to those who have not, of
refraining from acting on their impulses. In line with attachment theory, which
emphasizes the significance of the first three years of life in building secure attachments,
these authors found a negative correlation between the age that trauma occurred and the
amount/severity of self-injury. Anorexia and suicide attempts had a positive, significant
association with abuse in adolescence (van der Kolk et al., 1991), suggesting that these
clinical issues may not have their etiology in attachment concerns.
One potential limitation of van der Kolk (1991) is that the data were collected
from adults, thereby requiring them to retrospectively recall events from their pasts.
However, Simpson and Porter (1981) found similar results in their study of 20 (4 male,
16 female) self-mutilating youth between the ages of 10 and 19 (M = 16), with one
participant being five years old. The similarity in findings from Simpson and Porter
(1981) adds credibility to the accuracy of the retrospective recall in van der Kolk (1991)
because the young age of the participants in the former study required them to rely less
on retrospective recollections. Although participants were stili required to recall some
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past feelings and experiences (i.e., sense of abandonment felt as a child), the fact that
mostly children were used for this study means that many of the incidents they reported
may have been current. Information was sought regarding the type of mutilation, alcohol
or drug abuse, weight, physical abuse, sexual abuse, and the sense of abandonment felt by
the child. Hospital records were used to verify objective data.
The results from Simpson and Porter (1981) revealed that most instances of selfinjury begin quite young; many participants stating that they had self-injured periodically
throughout most of their childhood. The range of self-injurious behaviors was wide, yet
mostly consisted of some type of cutting or burning. Six of the youth reported drinking in
a pattern consistent with the definition of an alcoholic, while 11 reported heavy drug use.
Interestingly, the results overwhelmingly supported a link previously suggested in
research between self-harm and dysorexia, with 15 youngsters being moderately
overweight to obese, and two were extremely thin (Simpson & Porter, 1981).
Of most importance to the present study are Simpson and Porter’s (1981) results
pertaining to the relationship between self-injury and childhood sexual and physical
abuse and the sense of abandonment, as these constructs typically relate to attachment
disruptions in early life. Because most of the patients in this study were financially
dependent upon their parents, the researchers believed that reports of abuse were
minimized. Even so, 12 of the 16 females and 1 of the 4 males reported physical abuse.
An additional child, who did not report abuse, had been hospitalized for various
“accidents” leading to bone fractures or shoulder injuries on six occasions. At the time of
data collection (additional youngsters reported sexual abuse after the completion of the
study), admitting to sexual abuse was even less common than physical abuse, with only
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nine (45%) of the 20 participants reporting sexual abuse. Even with the suspected under
reporting, the 45% indicating sexual abuse in this study is substantially greater than that
expected in the general population.
Simpson and Porter (1981) found substantial evidence to support the association
between abandonment in childhood and later self-injury. By the time the participants
were six years old, eight of the females had lost one or both parents to death or divorce.
Three other adolescent females had lost their fathers to death by their middle
adolescence. One young man had lost a parent to death or divorce. Overall, the results of
these individuals show a pattern of physical abuse, sexual abuse, and abandonment
painting a pervasive picture of childhoods made up of neglect and rejection. Simpson and
Porter believed that nearly all participants experienced an unusual disruption in early
attachment. These attachment concerns were exacerbated by the fact that many of them
subsequently went to foster homes, adoptive parents, or stepparents who were also not
capable of offering stable and safe environments.
In the context of their results, Simpson and Porter theorized ways in which these
experiences in childhood were related to later self-injury. First, Simpson and Porter
argued that because of a lack of experience of dependency on reliable attachment figures
in childhood, these children were never able to develop independent senses of self. Their
constant ambivalence regarding dependency was often played out in the hospital where
self-injury was used to get attention from staff. Conversely, other patients fought hospital
rules and concerned staff because being cared about and taken care of w'as desired and
frightening at the same time. Second, self-injury may also serve the purpose of self
stimulation in order to “care” for the self because all physical stimulation received as a
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child was in the form of abuse. Thus, these children later associate pain with love and
attention.
Thirdly, Simpson and Porter suggested that self-mutilation may further serve as a
means of releasing aggression towards the abuser by damaging a part of the self, since the
self has not been able to develop a separate identity from the abuser (i.e., primary
attachment). Also, damaging the self is safer than harming a potential attachment figure
that one still looks to in hopes of a secure relationship. Finally, these harmful acts were
thought to be self-punishing, which is also a reenactment of early abusive patterns that
taught the child that he or she is bad and needs to be punished. In light of these findings,
self-harm is in essence a survival technique. It assures that others, whom the selfmutilator depends on for survival, are not harmed, and it assures that the self is not
completely destroyed by choosing “safe” and controlled harm that is not intended to be
suicidal (Simpson & Porter, 1981).
Many of the same contributing factors to self-harm studied by Simpson and Porter
in a clinical population were explored by Gratz et al. (2002) in a college student
population. One hundred thirty-three college students between the ages of 18 and 49 (M
= 22.73) completed the Deliberate Self-Harm Inventory (DSHI; Gratz, 2001), along with
measures of abuse, disruptions in attachment, parental bonding, parental attachment, and
dissociation. The Marlowe-Crown Social Desirability Scale (MCDSS; Crowne &
Marlowe, 1960) was used as a validity check. The percentage of self-harm endorsed did
not vary as a result of ethnicity or gender. Surprisingly, this non-clinical sample had a
38% endorsement for having engaged in self harm, with 18% reporting that they had
done this greater than ten times. However, only 2% and 5% of participants indicated
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experiencing childhood loss and physical neglect, respectively, so these factors were
removed from the final model.
The dependent variable in Gratz et al. (2002) was frequency of self-harm, with
each hypothesized risk factor entered separately into a hierarchical regression that
controlled for the influence of the other factors. Social desirability scores were
significantly correlated with frequency of self-harm reported in females, thus subsequent
analyses adjusted for desirable responding. However, this was not the case for men, and
actually the scores on the risk factors in general varied by gender, thus analyses were
conducted separately for men and women.
For women, the final model (i.e., abuse, disruptions in attachment, parental
bonding, parental attachment and dissociation) accounted for a statistically significant
29% of the variance in frequency of self-harm scores. For women, the order of predictive
significance was dissociation, insecure parental attachment, childhood sexual abuse,
maternal emotional neglect, and paternal emotional neglect. For men, the final model
accounted for a marginally significant 18% of the variance in self-harm. Among men,
childhood separation was the most significant predictor of self-harm, followed by
dissociation. These findings are of great importance considering the absence of the
inclusion of men in most self injury studies. Typically, self-harm is considered more
prevalent in women, but this study in a college student population does not confirm that
speculation. The results parallel the purported associations between self-injury predicted
in developmental literature on disruptions in attachment (Gratz et al., 2002).
Most of the relevant research regarding risk factors for self-injurious behaviors is
conducted with female clinical populations. In contrast, Gratz (2003) provided a
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theoretical overview of the literature regarding risk factors for self-harm, making a
conscious effort to focus on self-harm in general (not only in women with diagnosed
psychopathology). Gratz summarized the research to date on the following risk factors:
(a) childhood sexual abuse; (b) childhood physical abuse; (c) neglect; (d) childhood
separation and loss; (e) affective quality and security of childhood attachment
relationships; and (f) individual risk factors (e.g., emotional reactivity and intensity).
For all risk factors, except childhood sexual and physical abuse, the research is
considered limited and thus no affirmative conclusions are made. In the cases with
limited support, Gratz (2003) provided a review of what can be said at this point
regarding empirically studied risk factors for self-harm. More specifically, she indicated
that when exploring the relationship between childhood sexual abuse and self-harm in
adulthood, there are mn sGtent (hidings of zero-order correlations between the two. When
studies control for other factors that may be associated with, or co-occur with the sexual
abuse, a few have found contradictory results. For instance, when controlling for the
diagnosis of borderline personality disorder, childhood sexual abuse ceased to remain a
significant predictor of self-harm (Zweig-Frank, Paris, & Guzder, 1994 as cited in Gratz,
2003). For the most part, even when controlling for the impact of other potentially
distressing childhood experiences, the majority of studies find a significant correlation
between childhood sexual abuse and self-harm. Unfortunately, the presence of physical
abuse in childhood does not offer nearly as clear a relationship with self-harm as does
sexual abuse. Although a well-researched topic, findings in this area are inconclusive and
thus no definitive statements can be made at this point (Gratz et al., 2002).
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Studies peitaining to the role of neglect in self-harm are few, and these findings
are also inconsistent, yet the findings lean toward the significance of childhood neglect in
later self-injury (Martin & Waite, 1994 as cited in Gratz, 2003; van der Kolk et al., 1991).
Some studies suggest that emotional neglect may be more significant than physical
neglect (Dubo, Zanarini, Lewis, & Williams, 1997 as cited in Gratz, 2003), whereas
another study found that neglect was only a significant factor in self-harm for women, but
not men (Gratz et al., 2002). Limited empirical studies have been done on the role of
childhood separation and loss as a risk factor of self-injury (Gratz et al., 2002), but case
studies consistently find this to be among the best, if not the most robust, predictor of
self-harm (Levenkron, 1998 as cited in Gratz, 2003). Again, there is not much available
research pertaining to security of attachment and self-harm, but that which does exist
suggests a promising link (Gratz et al., 2002; Ogawa, Sroufe, Weinfield, Carlson, &
Egeland, 1997 as cited in Gratz, 2003). Finally, the role of emotional reactivity and
intensity has not been empirically studied and thus their potential contributing influence
to self-harm is only discussed theoretically.
Other Possible causes of Self-Injury
There is no consensus among mental health professionals or those who research
self-injurious behaviors as to what causes it. Many more factors have been proposed to
correlate with self-injury than have been identified as having a direct, causal link.
Brodsky et al. (1995) conducted a study with 60 inpatient women meeting five of the
eight DSM-III-R criteria for borderline personality disorder. Patients were asked, either
by structured interview or inventory, about histories of sexual abuse, physical abuse,
dissociation, depression, and self-mutilation. Brodsky et al. concluded from their study
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that higher instances of self-mutilation were correlated with higher levels of dissociation
when controlling for abuse history. Further, they found that participants with histories of
either physical or sexual abuse experienced significantly higher levels of dissociation
when compared to those who had not previously been abused. Contrary to numerous
other findings, the results of this study showed that abuse history, depression, and level of
psychopathology were not correlated significantly with self-mutilation. The authors
reasoned that the supposed relationship between childhood abuse histories and selfmutilation may actually represent the high correlation between childhood abuse and
dissociation. Brodsky et al.’s (1995) findings would suggest then that self-injury will be
higher among those who dissociate regardless of whether or not their histories include the
experience of any childhood abuse.
There are also strictly biological theories for explaining the occurrence of selfinjurious behaviors considering the opiate, dopaminergic, and serotonergic systems
(Winchel & Stanley, 1991). From the opiate perspective, painful stimulation has been
shown to correspond with an increased release in endorphins, leading to positive mood
effects. Some people may experience malfunction in their opiate systems such that an
increased release of endogenous opiates is required in order to maintain adequate opiate
levels. Although one study found positive effects for 17 of 25 self-injury patients who
were administered opiate antagonists, treatment and experimental methods were not
controlled, thus making any causal statements impossible. Contrary to the present study,
the opiate antagonist study included mostly those with mental retardation, thus limiting
the utility of the opiate hypothesis even further for the present study population.
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The dopaminergic dysregulation theory (Winchel & Stanley, 1991) is similar to
the opiate theory in that the cause of self-injury is hypothesized to occur at the
neurotransmitter level (i.e., dopaminergic stimulation in a state of receptor sensitivity).
Likewise, research in this area is mostly applied to mentally retarded and Tourette’s
syndrome clients, rendering little potential benefit to the participants in the present study.
Neuroleptics (dopamine blockers) have successfully reduced symptoms in those with
borderline personality disorder (Heller, 1999), which is important considering the
comorbidity between borderline personality disorder and self-injury. However, the
neuroleptics were employed to diminish the dysphoria and psychosis associated with
borderline personality disorder and not intended to decrease self-destructive behaviors.
Conversely, the serotonergic system theory may be able to explain self-injury in
mentally retarded individuals, as well as in those with obsessive-compulsive disorder,
borderline personality disorder, and even in rats (Winchel & Stanley, 1991). Specifically,
the serotonergic system is associated with depression, suicidal ideation, and impulse
control issues (Coccaro, Siever, Klar et al., 1989) in that each of these concerns is
associated with decreased serotonergic levels in the blood and brain and lower
concentrations of 5-HT metabolite (5-hydroxyindoleacetic acid), in the cerebrospinal
fluid (CSF; Patel, Bruza, & Yeragani, 1988). Therefore, it is hypothesized, and research
supports (Heller, 1999.; Soloff, 2000), that increasing serotonin levels should alleviate
depressive symptoms and reduce aggressive acts, while decreasing serotonin levels
should exacerbate these concerns.
Coccaro et al. (1989) found positive effects in mood, and self and other-directed
aggressive behaviors, when inhibiting the reuptake of serotonin (5-HT) in patients with
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affective and personality disorders who typically show underactive serotonergic
functioning. Selective Serotonin Reuptake Inhibitors (SSRIs) are the most common type
of antidepressant prescribed, but any drug that acts as a serotonin agonist can be effective
in elevating mood and decreasing aggressive/impulsive acts. Obsessive Compulsive
disordered patients whose stress-reducing rituals were a form of self-harm have also
shown improvements when treated with serotonergic antidepressants (Primeau &
Fontaine, 1987). Finally, Patel et al. (1988) reported the efficacy of Trazadone, which is
not an SSRI, but does increase serotonin levels, in reducing self-abusive behaviors in a
woman with recurrent major depression.
Treatment of Self-Injurious Behaviors
Considering the expansive literature covering a wide-range of potential causes of
self-injury, there are also numerous treatment methodologies employed. The most widely
used is psychodynamic therapy employed to help the client understand the origins of the
behavior and find alternative ways to verbally express what is consciously or
unconsciously oeing acted out physically (Crowe & Bunclark, 2000). Medication is also a
widely used method of helping those who self-injure. The most typical medications used
are antidepressants, particularly Fluoxetine, commonly known as Prozac (Crowe &
Bunclark, 2000). This adds credibility to the serotonergic system theory discussed above
because Fluoxetine is a Selective Serotonin Reuptake Inhibitor (SSRI).
One study (Hough, 2001) found support for low-dose (5mg) Olanzapine for
eliminating sell-injurious behaviors in two case studies with BPD. Olanzapine was used
for two months with one patient and one month for the other. However, Fluoxetine was
added for six months with one of the patients. Results (i.e., no incidents of self-injurious
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behavior) were still present at six and seven month follow-ups. Another study (Swinton,
2001) looked specifically at the effectiveness of Clozaril for five inpatients in a
maximum-security hospital who were diagnosed with BPD. Twelve-month baseline
measuies were obtained for each of the patients based on nurse records of incidents of
self-injurious behaviors. Clozaril was then administered for a period of at least 12-months
and progress was defined by need for nursing input and rates of self-injury. At the end of
the two-year study, all five patients showed a statistically significant reduction in the
number of days that they required additional nurse observation. Furthermore, three of the
five participants showed statistically significant reductions in self-injury (86, 73, and
79% reductions). Because no control group was utilized, the results cannot be stated as
causative, meaning that improvements may have been a result of placebo effects or other
treatment factors. However, the results of this study do offer hopeful preliminary
evidence for the efficacy of treating self-injury patients with Clozaril.
Because the current study involves the examination of a purely psychodynamic
technique (i.e.„ the use of transitional objects) for reducing self-injurious behaviors, the
numerous other treatment techniques will not be explored here. For cognitive-behavioral
techniques, the interested reader may reference Raj, Kumaraiah, and Bhide (2001) and
Tyrer, Thompson, and Schmidt (2003). The topic of focus in the current paper will now
shift to the exploration the use of transitional objects in psychodynamic therapy as a way
of working with those who self-injure.
Formative Function of Transitional Objects
Another treatment methodology for reducing self-injurious behaviors involves the
utilization of transitional objects within the therapeutic relationship. It is important to first
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consider the formative function that transitional objects play in small children in order to
understand their therapeutic significance. The quintessential elements necessary for an
object to be considered a transitional object were delineated by Winnicott (1953) in his
landmark conceptual article titled. Transitional Objects and Transitional Phenomena: A
Study o f the First Not-Me Possession. The essence of a transitional object in childhood is
that it must always be symbolic of a union after separation with an important care figure
(historically dellned as the mother; Gaddini & Gaddini, 1970). The term mother will
typically be used from this point on for consistency, but Winnicott, as well as modem
psychodynamic and attachment theorists, interchangeably used the terms “mother” and
“primary caregiver.”
Winnicott identified seven qualities that an object must possess in order to be
considered a transitional object. In summary, these qualities were: (a) the infant assumes
rights over the object; (b) the object is the recipient of affection and mutilation; (c) it
must never change; (d) it must survive loving, as well as pure aggression; (e) the object
appears to have vitality by warmth or texture; (f) from the child’s point of view, the
object is neither from within or without; and (g) its fate is gradually decathected.
Decathexis is the withdrawal of cathexis, which in psychoanalytic theory means “the
investing of libidinal energy in an activity, an object or a person” (Reber, 1995, p. 114).
Other definitions of transitional objects, and similar objects, such as comforters or
precursors, are described later in this paper.
Transitional objects hold significance for children who create them, and are used
in times of anxiety, sadness, loneliness, and even sleepiness. The transitional object can
be thought of as operating in a neutral zone of experience—not internal and not external.
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Internal phenomena are those that the infant has complete omnipotent control over.
External objects, such as the real mom, are completely outside of the infant’s control.
Winnicott stated that the transitional object “...is related both to the external object
(mother’s breast) and to internal objects (magically introjected breast), but is distinct
from each” (p. 157). The transitional object is somewhere in the middle, made by the
infant and not entirely at his or her control, but not entirely outside his or her control
either. This perspective is the impetus behind the major developmental aspect of
transitional objects, which is that they help in the “transition” from the purely subjective
to objective reality (Winnicott, 1953).
According to object relations theory, when a child is deprived of his or her
transitional object, he or she has no choice but to emplo> splitting of his or her
personality. The split allows the child to attach half of the self to the subjective world
(where the significance of the transitional object was developed), and the other half of the
self to the external world (where he or she was required to give up the object; Gaddini &
Gaddini, 1970) The transitional object contains an element from the self and an element
from the environment—it is a transition from a symbiotic “me” to an understanding of
boundaries separating “me” from “not me.” Possessing transitional objects in childhood
is clearly a sign of psychological health as opposed to characteristics of pathology that
may later be attributed to those who maintain transitional objects in adulthood
(Winnicott, 1953).
Winnicott adopted the term “good enough” mothering, which is now widely used
by psychodynamic and attachment theorists (Karen, 1994). Karen stated that some
modem researchers have taken Winnicott’s idea out of context and cited “good enough”
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mothering to support the use of early daycare or deny the necessity of mother-infant
attunement. Its original use reflected Winnicott’s belief that no mother could be perfect
and “mustn’t [sic] be perfect if the child is to abandon his [sic] grandiosity, not be a
lifelong nuisance, and become his [sic] own person” (Karen, 1994, p. 356). Even without
perfection, Winnicott still believed that in order to be a “good enough mother,” she must
at times suppress her own needs in the interest of the infant’s needs (Karen, 1994).
Children who do not receive “good enough” mothering will not have a strong
enough “good mother” introject to attribute to an object symbolically as a transitional
object. The attachment to the mother will not be strong enough to call upon objects
deeply symbolic: of her in order to comfort or self-soothe in times of separation or
anxiety. Likewise, when the mother makes herself too available, such that the child never
has to develop an object significant for self-soothing because the mother’s actual person
is what the child demands, a transitional object will also not be created. In this case, the
child may use objects as “comforters,” but these are to be differentiated from transitional
objects because the object is never more important than the mother’s actual person nor is
the object inseparable from the child as transitional objects are (Winnicott, 1953).
Gaddini and Gaddini (1970) utilized the term “precursor” to differentiate those
items that console a child, yet were not created by the child, but rather administered by a
parent. For example, a pacifier that is handed to a child who is “fussy” may console the
child, but is not a transitional object, unless the child discovered and seeks the object on
his or her own. Precursors can also be parts of the child’s body or parts of the mother’s
body, whereas a transitional object must be external from the child, but cannot be the
mom herself because it must be symbolic of the maternal relationship. As did Winnicott,
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Gaddini and Gaddini (1970) believed that when the mother’s symbiotic tie with the child
is too constant, the child almost never invents a transitional object because he or she does
not need to symbolize their reunion when the mother herself is physically present. During
the process of separation and individuation, there is a time when the mother is perceived
as halfway between the real and the symbol. Without a transitional object, the child will
not introject a comforting mother object, will not be able to self-soothe, and will require
the actual mother for comfort.
A large study was conducted by Gaddini and Gaddini (1970) on two general
pediatric populations in Italy, one in a small, rural area (N = 682) and one in the city of
Rome (N = 502) in order to test their idea about the “too available” mother. Interviews
with mothers took place over an approximately two-and-a-half-year period to ascertain
how precursors and transitional objects were handled in the family, as well as the
sleeping arrangements of the family. Sleeping arrangements could add support for
Winnicott’s (1953) description of the too available mother described above if those who
slept with their parents did not utilize transitional objects. Results supported their
(Gaddini & Gaddini, 1970) supposition that the constant presence of the mother will
impede the development of transitional objects.
In the rural group, where children were significantly more likely to sleep with
their mothers, 73% developed precursors, but only 4.9% invented actual transitional
objects. In the Rome group, 82% developed precursors and 31.1% of these progressed
into true transitional objects. Subsequently, a foreign group of children was added to the
study (N = 52) where breast-feeding was less frequent, for a shorter duration, and

children rarely slept in the same room as their parents. In this group, while only 59.6% of
children had precursors, 61.5% created true transitional objects.
These findings of a lack of a transitional object in childhood could potentially
translate into relational problems in adulthood based on the literature endorsing the selfsoothing function (Lehman et al., 1995; Winnicott, 1953) of the transitional object and its
ability to assist in the development of emotional object constancy (Arthem & Madill,
1999; Hunter, 1998; Os, 1991; Winnicott, 1953). Gaddini and Gaddini’s (1970) findings
also add further support for the normal and healthy view of the use of transitional objects
in childhood. Ultimately, two extremes of parenting may lead to an inability to evoke
soothing images for comfort in later life. Those parents who are not “good enough” are
not sufficiently present to be symbolized, and those who are constantly present during the
critical individuation time around one year also do not lend themselves to be symbolized.
When children can symbolize the mother for consolation, they take with them into
adulthood the capacity to love, relate, and enjoy a creative life (Gaddini & Gaddini,
1970).
Gaddini and Gaddini (1970) did not provide sufficient demographic information
on these families to make a fair critique of their results. However, it is quite possible that
the rural children lacked other opportunities for healthy development that were available
to the children from the city. For example, rural children may have had fewer
opportunities to interact with their peers and they may have been less likely to utilize
daycare—both leading to fewer experiences as children to learn to relate with peers and
self-soothe in trie absence of their primary caregivers. Also, it is unclear the reasons why
the families in the two geographical groups handled sleeping arrangements differently.
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There may have been financial stressors and/or insufficient living space for the children
to sleep independently, or there may be cultural norms that encourage independent versus
joint sleeping arrangements. Neither of these explanations of independent versus joint
sleeping would negate the findings of Gaddini and Gaddini’s (1970) study, but they
would provide explanations for them. Refer to the multicultural considerations section
below for a mere thorough review of applications of the present study for diverse groups.
Hobara (2003) added contemporary support for the findings of Gaddini and
Gaddini (1970) with a study exploring sleeping arrangements and the development of
transitional objects in children living in New York City (N = 50) and Tokyo (N = 50).
Hobara also collected data on socioeconomic status and reported that all families were in
either the middle- or upper-socioeconomic class. Given this demographic data, it is
unlikely that the findings reported below were due to financial stressors or lack of living
space as speculated by the present author above. However, the present author’s
supposition of fewer interactions with peers in more rural settings in still quite plausible.
Utilizing a 25-item parenting practice and transitional object questionnaire,
Hobara (2003) found that 62% of the children in the New York City sample and 38% of
the children in the Tokyo sample developed transitional objects. Furthermore, while 66%
of United States children always slept alone, only 2% of Japanese children always slept
alone. There were no significant differences in the number of daytime hours the mothers
spent with their children, leading Hobara to conclude that there is something unique
about sleeping ;irrangements that affect development of transitional objects for children.
Hobara (2003) speculated that the disparate sleeping arrangements between the
two groups have to do with cultural differences in the value placed on independence.

Specifically, Hobara stated that American children are thought to be born dependent and
need to learn independence. Conversely, Japanese children are thought to be bom as
separate beings and need to learn interdependence in order to survive in the community.
Co-sleeping is believed in Japanese culture to facilitate an interdependent mindset. It is
the present author’s belief that the differences in sleeping arrangements and reliance on
transitional objects seem to be acceptable for both groups of children when remaining
within their cultures. The problem seems to develop when children immigrate to a new
culture that is in conflict with their early upbringing. This concept is further delineated in
the multicultural applications section below by reviewing findings from Lowinger and
Kwok (2001). For now in the present paper, the formative function of transitional objects
will continue to be discussed from the conceptualization of Winnicott and his
predecessors.
Those whose research has chronologically followed Winnicott’s exploration of
transitional objects support his notion that these objects are a part of normal, healthy
development. Lehman, Arnold, and Reeves (1995) investigated from children’s
perspectives how they conceptualize transitional objects. The authors studied children
between the ages of four and eight, both those who had (N = 54) and who did not have (N
= 27) transitional objects. This normative sample consisted of only Caucasian children
from stable, m iddle and upper class families. Data was analyzed separately for the pre
school group (ages 4-5) and the primary group (ages 6-8). Each child was asked a variety
of questions involving describing the object, if they had one, stating their attitudes
towards such objects and their use, their perceptions of adults’ views regarding such
objects, and their ideas in general about attachment objects and what they are used for.
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Strengthening Winnicott's assertions about the importance of texture for
transitional objects, Lehman et al. (1995) found that the object’s texture (e.g., softness,
furriness, fringe, smooth edge) was the most common characteristic mentioned by
children when asked to describe their objects. According to the mothers’ reports, most
children had created their significant objects by at least 18-months, with the objects being
decathected between 18 months and five years of age. The children’s ideas about their
special objects further corroborated Winnicott’s assumptions—with many children
indicating that their objects would always be special, but most thinking that they would
eventually “grow out” of them. Children also supported the comforting role attributed to
transitional objects by stating that they most preferred the object at bedtime or naptime
and that the mood-state in which they most wanted their objects was sadness.
Interestingly, 50% of those in the no attachment group had no idea what would make
such an object special to a child. Younger children hypothesized that the significance of
the object was in its actual function, such as for keeping warm in the case of a blanket.
The omnipotent quality projected onto the object by the child can be inferred from
the fact that 82% of those with attachments believed that their object would comfort
another child. Yet only 36% of those with attachments believed that someone else’s
object would offer them any comfort in a time of need. They attributed special qualities
to their objects such as, “it’s magic,” and one child even went so far as to say, “my
blanket would make my friend feel better than her own blanket would.” Even so, when
asked if they would ever lend their objects, even for a short duration of time, 42% said
that they would never do this.

One of Winnicott's (and those who have followed) essential characteristics for an
object to be a transitional object is that it must represent a significant relationship in the
child’s life. Whether or not this is the case, children in Lehman et al. (1995) demonstrated
little awareness of this quality, with only 17% stating that it reminded them of their mom
or dad. What was apparent in this study is that those children with object attachments
were considered emotionally healthy and well adjusted, paralleling Winnicott’s
perception of object attachments as an important part of normal development. However,
those children without attachments were likely to attribute negative qualities to those who
had transitions! objects by indicating that such children probably did not have very many
friends. In reality, there were no indications of negative qualities such as insecurity or
maladjustment associated with transitional object use. Actually, those in the objectattached group conveyed in their discussions of their objects a sense of confidence in
their abilities to endure in a variety of situations.
Transitional Objects in Therapeutic Treatment
From the research cited above (Gaddini & Gaddini, 1970; Lehman et al., 1995;
Winnicott, 1953), it seems that those who did not experience transitional objects in
childhood may be at a disadvantage for fully enjoying relationships and life. These types
of problems also bring many individuals to therapy, and thus it is important to determine
how one can develop these capacities once in adulthood. Intuitively, if transitional objects
provide this capacity in childhood, it stands to reason that the same phenomenon would
also produce similar effects after the first few years of life. This is precisely what many
clinicians and researchers have sought to determine. Most of the research and/or
anecdotal writing have been done with adults in therapy, and primarily adults with BPD,

likely because o f their inability to self-soothe, regulate emotions, and maintain stable
relationships— all capacities related to childhood use o f transitional objects.

One psychoanalyst (Os, 1991) anecdotally described her therapy with a deprived
five-year-old girl who naturally created her own transitional object during the course of
therapy. The child had terrifying nightmares and scratched herself excessively. Her life
thus far was filled with instability of attachment figures. Her mom was depressed and an
alcoholic, neighbors reported to child protective services hearing abusive fighting, and at
age 3 Vi when her parents separated, the child was placed with a relative. This placement
did not last long because the relatives told welfare authorities they were going to kill the
child if she was not taken, thus she was subsequently bounced from several children’s
homes to foster families. Consistent with research regarding such inconsistent parenting,
this child did not have any secure attachment figures and did not make use of a
transitional object during her formative years.
Initially' the therapeutic relationship was fraught with gestures expressing the
child’s ambivalence regarding attachment. She was physically aggressive, yet at the same
time sought closeness with the therapist. She also used ingenious tactics such as
providing the therapist with a personal item and instructing her to return it during their
next session, thereby assuring that the therapist would have to return. She continually
staged situations in which she placed the therapist in a situation over which the therapist
had no control. The child delighted in the therapist’s verbalizations that she felt scared,
helpless, pain, rage, etc. Yet when the therapist offered that perhaps the child had these
feelings, the client told her to shut up or otherwise expressed anger. Due to the
consistency of the therapist, after about six months, the child began to act more consistent

with the young girl that she was and ceased to identify as strongly with the aggressor. She
presented her feelings as her own, and appeared to have internalized the supportive,
holding environment created by the therapist.

After abo ut a year of therapy, the child shared that she had sewn a teddy bear on
her sweater. The therapist realized the significance of this in that the therapist had teddy
bears on her coat that she always wore to sessions. From this point on in therapy, the little
girl also made sore to always interact with the teddy bear in the office and sought it out
when she needeci comfort. The child’s creation of a transitional object suggested that she
was able to internalize aspects of the mother-child relationship through her newfound
capacity to think about the object symbolically. Furthermore, it demonstrated that she
now had the capacity to relate to an object, making a dependable bridge between the
mother-child relationship, thereby making individuation possible. The therapist
concluded that “The stability of the therapeutic relation and the interpretation of conflicts
related to the internalisation [sic] of the primary object, paved the way, as described, for
the internalisation [sic] of “mother” as stable, caring inner functions in the second stage
of treatment” (pp. 15-16). The teddy bear lost its significance in the second year of
treatment when the child internalized her transitional object, representing the
internalization of a stable, primary object.
Cardasis, Hochman, and Silk (1997) studied the co-occurrence between the
presence of borderline personality disorder and the presentation of transitional objects
during psychiatric hospitalizations. Of the 162 patients admitted to the hospital during a
10-month period , 95% agreed to participate (N = 154), with a final sample of 146. Thirtyeight participants met the diagnostic criteria for borderline personality disorder and 108

did not. The authors considered an item a transitional object if it was used for anxiety
reduction, and if the absence of the object produced significant distress. Note that this
definition does not involve the symbolic connection to a relationship, as is required in
Winnicott’s definition. Results revealed a significant correlation between those inpatients
that indicated adult use of transitional objects and the diagnosis of borderline personality
disorder. Again, in support of the original conceptualization of transitional objects in
childhood by Winnicott, the endorsement of transitional object use in childhood for these
same patients was not correlated with borderline personality disorder. Due to the
evocative role of transitional objects, these findings suggest that those with borderline
personality disorder may continue to employ inanimate objects during times of loneliness
and stress to self-soothe and as reminders of relationships, which are not internally
introjected.
The above findings speak to the clients’ own creation of transitional objects
outside the realm of the therapeutic relationship. The use of transitional objects is also
deliberately brought into treatment by some therapists. One article anecdotally described
the use of transitional objects for reducing self-directed aggression in patients with
borderline personality disorder (BPD), anorexia, and bulimia nervosa (Guinjoan et al.,
2001). Three individual clients were discussed; one with BPD alone, and two with both
an eating disorder and BPD. The client with only BPD demonstrated difficulty with
kc 'ping the image of the therapist and his care in her mind during separations. The
therapist first suggested that she call and listen to his voice on his answering service as a
transitional object, but this did not provide the patient relief.

During the second year of therapy, he then learned that she had been stockpiling
medications and held a vial of potassium for hours while thinking of him and what she
hypothesized would be his reaction to her suicide. The therapist then suggested the vial as
a transitional object, encouraging her to think of him talking to her while holding it, and
to picture his face and voice. While holding the potassium bottle, the client was able to
evoke a comforting image of her therapist and the accompanying suicidal fantasies were
soon replaced with a soothing image. Once she had an internalized image to evoke, she
eventually disposed of the potassium vials and was able to achieve the same comfort
while utilizing the therapist’s answering machine.
Similar creations and uses of transitional objects were implemented into treatment
with the other two patients with both BPD and eating disorders. The important thing is
that the efficacious transitional object was specific to each client’s situation and held
significance for her. For instance, the anorexic client used a specific pair of pants at first,
which were a small size and a marker for when she was really not doing well. This helped
her to imagine the frustration and concern her therapist would feel at how thin she was
getting. Eventually, she was able to transfer this caring image to an appointment card
with her therapist’s name on it and the date of her next appointment. These authors
emphasized the importance of learning about the images associated with a seemingly
purely aggressive act because “oftentimes what appears to be a clearly hostile act is one
way of attaching to a love object...” (p. 464). It is hoped that eventually the client will
make progress in internalizing a reliable, good enough mother (typically in the form of
the therapist as transference object) that can withstand separations and anger.

The use of transference and transitional objects can allow the therapist to access
unconscious, preoedipal feelings that the client cannot yet articulate (Hunter, 1998). This
is especially set when the client’s relational deficits appear to originate from preverbal
material. Concrete objects may be necessary for symbolic enactment of preverbal
material in the unconscious. Hunter (1998) described therapy with an extremely
depressed and suicidal woman who had significant issues with attachment from trauma
during her childhood in relation to her mother. Resultantly, she related to the therapist in
transference as the “killer mother” and literally feared her therapist may kill her. She also
could not hold representations of her therapist in mind during her absence.
The client provided the therapist with two bears and asked her to bring them with
her when she left on an extended vacation. The bears held two functions; they assured the
therapist would come back to return the client’s property and they assured the therapist
would “hold” her and think about her while she was away. These bears ended up taking
multiple vacations throughout the years of their work together. When the therapist
painted a picture of the bears near her campsite and gave it to the client after a vacation, it
proved that the: therapist took the client with her when she was away. Subsequently the
client decided that the bears were no longer necessary companions when the therapist
went away. The client had symbolized the love, security, and attachment that she craved
unconsciously when she could not verbalize them. Then, when she developed a secure
enough attachment with the therapist to know that they would remember each other when
apart, she no longer needed the bears to symbolize what she could now verbalize.
An exploratory study based on grounded theory analysis was done in order to
study the use of transitional objects as distinct inanimate objects (Arthem & Madiil,

1999). This information was gathered from the therapist’s point of view, and then a few
years later, these authors gathered the same information from the client’s perspective
(Arthern & Madill, 2002). Findings are discussed first based on the 1999 study from
therapists’ perspectives.
In the 1999 study, six therapists who practiced either Gestalt (N = 3) or
Psychodynamic-Interpersonal (N = 3) therapy were interviewed for approximately one
hour regarding their clinical judgment about the most pertinent aspects of transitional
objects (abbreviated in this study as TOs) as they work in therapy. Results overall
suggested that the paramount feature of the transitional object is an embodiment of both
the continuing reality of the therapeutic relationship and the continuing existence of the
therapist in his or her absence. The therapist’s discussion of the transitional objects could
be broken down into four levels: physical, process, contextual, and conceptual levels. The
physical level involves the tangibility of the object, the nature of the object (e.g., its
texture, relationship to the therapist, categorization of the object), and the sensory
perception of the transitional object. Differences were noted based on therapist
orientation and the types of objects given. Gestalt therapists were more likely to give
personal items such as things worn by the therapist, as well as more likely to give soft
objects. Psychodynamic-interpersonal therapists tended to give items that had a verbal
component, were not soft, and were not personal to the therapist.
The process level focuses on how the object emerged in treatment, as well as how
the client utilized the object during treatment. For five of the six therapists, the object
emerged at the client’s initiation. Process also involved how the transitional object was
taken or given and how the object was used. The objects were typically described in use

with imagination and memory by recalling real or imagined instances of closeness with
the therapist while holding the object. In essence, by holding the transitional object, the
client is simultaneously able to hold an image of the therapeutic relationship.
The contextual level is speaking specifically to the therapeutic context within
which the transitional object emerges. Of importance are certain client characteristics,
which should include considerable separation anxiety and/or an idealizing transference
toward the therapist. The relationship between the client and the therapist is also of
significance and should involve a long-term, developed therapeutic relationship. Finally,
the context involves therapist characteristics such as a theoretical orientation that allows
for transitional object use that some orientations may consider a breech of boundaries.
Also of significance was the experience of receiving transitional objects in their own
therapy as clients, with three of the six therapists indicating a positive and important
experience with transitional objects as clients.
The conceptual level “focuses on the paradox of the TO as merely an object and
yet powerful” (p. 12). All six therapists spoke of the developmental level of the client,
whereas the efficacy of transitional object use was indicative of a failure to emerge from
a symbiotic relationship with the mother to an autonomous self in childhood.
Consequently, the client is not able to maintain a felt sense or even a conceptual
knowledge of the continued therapeutic relationship without the physical presence of the
therapist. All six therapists described transitional object use in this sense as a way for the
client to internalize a “good object.” Arthern and Madill made the important point that
“...it is not the qualities inherent in the therapist which are transferred to the TO but
rather the client’s feelings towards or sense of the therapist in relationship” (1999, p. 14).
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The concept of embodiment subsumed all six therapists’ description of the
function of a transitional object in that it holds the elements of the therapeutic
relationship within the physical aspect of the object. The most important component of
the transitional object is its consistency; namely it is always present. By making
touchable what is untouchable, a relational presence is able to be felt in its absence.
From the client’s view (Arthern & Madill, 2002), semi-structured interviews were
conducted that elicited information in the following areas: emergence of the TO, use of
the TO, interactions between therapist and client, return of the TO, previous and other
uses of a TO, and experiences of separation as a child and as an adult in therapy. Six
individuals participated in the study involving an approximately one-hour interview in
order to obtain the information listed above. Analysis of the interview transcripts was
based on the grounded-theory approach, which identified holding as the most central or
core category.
There were five phases that emerged based on respondents’ accounts of how a
transitional object works. First, the client cannot be held or lacks the ability to hold.
Second, the therapist holds the client either physically, in mind, or emotionally. Thirdly,
the TO holds the memory and meaning behind the ways in which the client was held by
the therapist. Fourthly, the client holds the TO physically in order to eventually be able to
internalize and feel the memory and meaning of being held by the therapist. Finally, the
client is able to hold without the TO, meaning that the client is able to internalize the care
and meaning of being held in such a way that the object is no longer needed to produce
these feelings.
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Three clusters of themes also emerged as the clients explained how they believed
transitional objects work. The first cluster was named continuity and represents the
consistent difficulty across clients of evoking a sense of the therapist when he or she was
not physically present. Thus, the TO served to ground the client and contain his or her
anxiety in the therapist’s absence. For example, one client indicated that the fact that the
object did not change reminded her of the continuity and stability of the therapist. The
second cluster was named connectedness and refers to the ability of the TO to transcend
space and time in that it connected the client with the therapist when the therapist was
physically absent. The third cluster was called the new sense of self and refers to the
transition in therapy when the client learns to perform functions of care for the self that
were previously performed by the therapist.
Because data was collected in the present study for only 22-23 weeks post
emergence of the transitional object, it is important to consider the findings pertaining to
length of time in treatment that was noted in interviewing clients about their views of
transitional objects. Considering the five phases that clients identified above, length of
treatment post-introduction of the TO played an important role in the level at which one
engaged in each phase. For instance, 10-months was the shortest duration of therapy for
any of the participants and this participant reported a more cognitive use of the
transitional object as a mental “reminder” of the therapist. This was not accompanied by
an ability to picture the therapist or an ability to feel what his or her presence or care felt
like. Two other clients, who had been in therapy for 6 Vi and 7 years, described more of
the holding nature of the TO and identified feeling loved, being with the therapist, or
physically touching the therapist when holding the TO. Four and a half years was
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identified by the authors (Arthem & Madili, 2002) as a general cut-off between those
clients who described their physical experiences in relation to the TO and those who
described more cognitive experiences. Interestingly, what can be achieved in childhood
in approximately six-months takes at least three years to achieve in an adult who has been
depri ved of “good enough” mothering in childhood (Gunderson, 1996).
Multicultural Applications and Considerations of Psychodynamic Theory
Much of object-relations theory is based on early research on attachment. Since
its original conceptualization by Ainsworth, attachment has been a multiculturally
explored and applicable construct. The two populations that Ainsworth chose to study
when doing her famous “strange situation” research were in Baltimore and Uganda
(Karen, 1998). Therefore, the original delineation of secure, avoidant, and anxiously
attached children was not formulated based only on Western societal ideals, which is
often a mistaken belief. Actually, the families Ainsworth studied lived in six villages that
were highly agricultural and did not have running water or electricity. None of the
families spoke English and they were either of the Christian of Muslim tradition (Karen,
1998).
There is still debate among researchers about how well attachment related
constructs can be applied to diverse populations. One dilemma in reaching a consensus is
that applying childhood attachment theory to adults (the premise of object relations
theory) has only begun to be researched within the past two decades (Wei, Russell,
Mallinckrodt, & Zakalik, 2004). No research has compared different ethnic groups of
adults in order to determine the applicability of attachment constructs, as well as the
ramifications of insecure attachments. To fill this research need, Wei et al. (2004)
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compared adult attachment in four U.S. ethnic-racial groups to determine the “empirical
definition” of attachment anxiety and avoidance across the four groups. Specifically,
these groups were African Americans, Asian Americans, Hispanic Americans, and
Caucasians. It is important to note that Wei et al.’s (2004) participant sample all resided
within the United States. The authors concurred that different results may have emerged
by studying these same ethnic groups in their native countries.
Participants consisted of 831 (36% Caucasian, 21% African American, 24%
Asian American, and 20% Hispanic American) college students who were either bom in
the U.S. or had citizenship. They each completed the Experiences with Close
Relationships Scale (ECRS; Brennan et al., 1998) and the Depression and Anxiety
subscales of the Depression Anxiety and Stress Scale-Short Form (DASS; Lovibond &
Lovibond, 1995). For all four ethnic groups, there was a significant relationship between
attachment anxiety (or insecure attachment) and depression and anxiety. Furthermore,
there was a significant relationship between attachment avoidance (insecure attachment)
and depression and anxiety for Caucasians and Hispanic Americans. These results
provide support for the universal negative psychological consequences of insecure
attachments across ethnic groups. The next step in this study was then to use Structural
Equation Modeling (SEM) to determine whether or not the latent attachment construct
being measured was the same across all four ethnic groups.
Results of the SEM indicated that the meaning of attachment anxiety and
attachment avoidance did not vary based on ethnicity. However, the level of attachment
anxiety and avoidance did vary significantly based on ethnic group. Contrary to the
stereotype of Asian Americans as calm and psychologically well adjusted, this ethnic
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group had a significantly higher mean attachment anxiety score when compared to
Caucasians, but did not differ significantly among the three minority groups. As would be
expected, this translated into higher levels of negative mood. The magnitude of the path
coefficients for Asian Americans between attachment anxiety and negative mood was
significantly stronger than for African Americans and Caucasians. The attachment
avoidance means were significantly higher for African American and Asian American
students when compared to Caucasian students, but scores did not vary significantly
across the three ethnic minority groups. The magnitude of the path coefficients between
attachment avoidance and negative mood did not vary significantly among the four
groups.
Wei et al. (2004) explored cultural differences that may have led to the results
they found. For example, a mainstream cultural practice for Asian Americans to live in
harmony and restrain emotion may resemble avoidance from a Western perspective, thus
accounting for their higher avoidance scores. Interestingly, attachment avoidance was not
significantly related to negative mood for Asian Americans, which may be indicative of
its consistency with cultural values. Another speculation by Wei et al. (2004) is that those
Asian Americans who were high in attachment avoidance may have denied their negative
mood. This is consistent with research done by S. Woodhouse (Personal Communication,
December 2004) on emotion regulation and attachment style. Woodhouse’s research
suggests that those with an avoidant attachment did not get their needs met in early
childhood. They learned that by crying or showing negative emotion, their caregiver was
even less likely to meet their needs. Therefore, they suppressed their emotions in hopes of
getting at least some of their needs met. Finally, Asian Americans with attachment
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anxiety were particularly vulnerable to negative mood, suggesting that anxiety is not
consistent with Asian cultural values.

The overall message that can be gleaned from the research cited above is that
attachment styles are equally applicable for naming relational styles across ethnic groups.
The difference is in the meaning of the attachment style and therefore how it manifests
itself and its consequences. Based on a cultural value, Asian Americans and African
Americans both scored higher than Caucasians and Hispanic Americans on avoidance
attachment, yet neither one was significantly related to negative mood. It could be
surmised that that is because this trait is valued within their cultures. It does not mean
that the trait is not present, or that it looks any different than it does for Caucasians or
Hispanic Americans, it is simply pathologized in some cultures (and thus related to
negative mood) and valued in other cultures (and thus not related to negative mood).
As stated previously, Wei et al.’s (2004) findings are complicated by the fact that
only U.S. bom, or those with citizenship, minority groups were utilized as participants in
this study. Furthermore, the participant sample consisted of only college students. Both of
these classifications of participants likely make them more “Americanized” when
compared to their non-U.S. born, college-educated counterparts. Thus perhaps attachment
constructs are consistent across groups of those bom in the U.S. who have adopted
Western values, as opposed to valid across cultural groups in general, as suggested by
Wei et al. (2004).
While the above research focused on attachment theory as it relates to diverse
cultural groups, earlier researchers had already begun to explore the generalizability of
psychodynamic and psychoanalytic theories to diverse populations. Specifically, key
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concepts to these theories such as transference, countertransference, parental
overprotection, and idealization have been studied as to their applicability in Non-White
cultures within the United States. Cohen (2000) discussed object relations theory as it
applies to the deaf culture. Implications from this case conceptualization are discussed
below.
Cohen (2000) explained in her article about the development of the self in the
deaf culture, the applicability of object relations theory, along with the importance of
social construction. Cohen stated that 90% of deaf children are born to hearing parents
who do not learn a viable means of communicating with their deaf children during the
formative years. This produces a barrier to providing the type of holding environment
conducive to the development of an internally derived sense of self. Other contributing
factors to the impairment of a healthy development of a self stem from negative attitudes
reflected to the child based on the parents’ inability to accept the deafness, as well as
stereotypic attitudes from society in general regarding deaf persons as unworthy and
incapable of contributing to society.
Consistent with the coping mechanism employed by hearing children during the
separation-individuation state, deaf children split and internalize their parents’ frustration
as a “bad” part within the self. Coping is necessary because parents who refuse to accept
their child’s deafness do not exemplify good enough mothering (i.e., lack emotional
attunement and empathic responsiveness). In order to maintain some object attachment,
they deny their own needs so as to appear completely independent and avoid evoking
further frustration from their parents. Cohen (2000) stated that although Winnicott did not
describe his concepts through a cultural lens, the messages of good and bad that are
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internalized based on sociocultural attitudes can be used to support multicultural
applications of his theory.
Cohen (2000) described her treatment with a deaf, adult woman through an object
relations lens. By providing a holding environment, interpretations, and organizing the
client’s transference, the therapist was able to help her to externalize some of her “bad”
self. Of particular interest to this paper, Cohen indicated that during an expended absence
due to her illness, she kept communication with the client through letters and email.
Although these are not transitional objects, they reflect the need to do something extra
with clients who have not yet internalized a soothing love object. The client found the
absence almost unbearable and equated it with abandonment, even though it occurred a
couple of years into therapy after some object constancy with the therapist may be
assumed to exist. Of course it is important to recognize that Cohen (2000) was writing
anecdotally about her <bent’s internal experiences and thus no definitive conclusions can
be made. Furthermore, even if she had come to these conclusions based on empirical
research, the internal phenomenon that she was exploring are not easily amenable to
empirical studies.
Other authors have detailed their therapeutic work with Asian clients within a
psychodynamic or psychoanalytic framework (Chang, 1998; Lowinger & Kwok, 2001;
Yi, 1995). Interestingly, these authors’ perspectives fall on a continuum regarding the
applicability of Western culture therapies for Asian clients. Lowinger & Kwok (2001)
took a rather negative stance tow'ard traditional parenting in Asian cultures and believe
that it leads to pathology when Asian children are raised in these traditional ways within
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the Unitea Sm.es. Chang (1998) and Yi (1995) offered a more balanced view of effective
therapy with Asian clients living in the United States.
Lowinger and Kwok (2001) stated that “...a growdng body of literature suggests
that overprotective parenting behaviors are deleterious to the developing Asian child and
adolescent growing up in modern Western societies” (p. 319). They suggested that one
reason for this is the Asian child’s desire to have the same freedoms they observe in their
non-Asian peers. Considering the conflict between a growing desire for independence in
the child, and the value of interdependence in the parents, Lowinger and Kwok advocated
for therapy that seeks to meet autonomy needs in the patient and interdependence needs
in the parent. Looking at development from a psychodynamic perspective, Lowinger and
Kwok explained that Asian children raised in overprotective environments will have
increased psychopathology due to a failure to develop independent and autonomous
senses of selves. In support of their views, they cited a case example of an 11-year-old
Asian boy who suffered from enuresis. They explained this as an overprotected child
(e.g., mom slept in same bed) experiencing “separation-individuation enuresis,” as a
result of a power struggle between his mom’s need to keep him dependent and his
growing developmental need for autonomy.
Chang (1998) made a point that was not reflected in the above writing, which is
that the term “sense of self” is inherently confusing to many Asian clients. Thus it makes
sense that Asian parents would have difficulty supporting a sense of self in their firstgeneration Western culture offspring. Chang described his brief therapeutic work with an
East Asian college student from a psychodynamic perspective. The client suffered from
anxiety, yet had difficulty disclosing her concerns, as she had been raised in Japan to
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never trouble or burden others. Although Chang worked with die client on achieving the
autonomy she desired, he also called her parents in Japan to inform them of the treatment
(with the client’s permission) in respect for her culture and the authority given to parents.
Chang concluded that he was able to introduce an “analytical way of looking at life born
of Western culture into an integrative orientation of Asian culture and mentality” (p.
238).
Yi (1995) questioned the generalizability of Mahler’s separation-individuation
process for Asian clients. Based on Mahler’s conceptualization, traditional Asian traits
are pathologized and a major implication of her theory is that most Asians will be
perceived as having failed to achieve the final developmental state (separation). In
accordance with the psychodynamic perspective explained above in this paper that
surmises that early relationships form the basis for self and object representations,
Asians’ internal representations of relationships are interdependent. In contrast to
Western culture that values independence, in Asian culture, this self and other object
formation is continually reinforced, as mothers mirror positively their child’s
interdependence and respect for others. In this sense, the “false self’ may actually be a
source of pleasure for this client.
Transference, particularly of an idealizing nature, also has implications for the
Asian culture (Yi, 1995). Relationships with authority in Asian cultures involve a positive
idealization where power and wisdom is attributed to authority figures. In infancy, when
a child treats his or her parent with trust and the expectation of benevolence, these
positive attitudes are reciprocated by the parent, thereby providing affective attunement
(good enough mother) between parent and child. Because the therapist is seen as an
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expert in mental health, the authority idealization representation is activated in this
relationship. Thus, Yi (1995) warned that idealization and deference to authority from an
Asian client should not automatically be interpreted as pathological.

Based on the above considerations when applying psychodynamic concepts crossculturally, it seems that multicultural sensitivity in the application of these concepts
provides promise to their effectiveness. Internal representations are based on early life
experiences and people from different cultures have varying life experiences. Therefore,
applying psychodynamic theory, or object relations theory, does not necessarily require
altering the theoretical framework from which these psychologists work, but rather
altering their framework regarding “healthy” representations based on early relationships.
One should not get too optimistic at this point however, considering that research in this
area is in its infancy. Additionally, the research cited specific to psychodynamic theory
and its cross-cultural relevance is only applicable to Asian and deaf cultures, thereby
leaving out a significant proportion of minority cultures living within the United States.
However, the research provided on attachment theory, which the concepts of object
relations theory grew out of, provides greater promise of its applicability to several
minority cultural groups.
Support for Single Case Design in Treatment Efficacy Studies
Although the concepts revealed in the above-cited literature are compelling and
offer hope for the effectiveness of transitional objects in reducing self-injurious
behaviors, there is a lack of empirical evidence to support this notion. It is possible that
there is research available regarding transitional objects using single-case designs, yet a
thorough review of the literature only revealed anecdotal publications from practitioners

reporting in hindsight about former clients’ treatment. The impetus behind using
transitional objects to treat self injury is based on a very theory-driven rationale regarding
the etiology of self-injury as it relates to the intrapsychic formation of patients. By the
very nature of the concepts being studied, they are internal and difficult to objectively
measure. However, in order to advance the findings stated above beyond theory,
empirical support needs to be provided for the effectiveness of using transitional objects
when treating those whom self-injure. Thus, the experimental nature of the present study
offers an important contribution to the understanding of this topic. Specifically, a single
case experimental design is used, and this section of the present paper is included to
detail the match between the type of information that can be gleaned from a single
subject design and the type of information sought in the present study.
It is interesting to begin with a brief historical review of experimental studies
within the field of psychology. Although between-group designs are the gold standard
within behavioral and social science research today, as recently as 1930, careful
investigation of individuals (i.e., single-case AB design) was common practice (Kazdin,
1982). Kazdin (1982) reminded us that even Wundt, “the father of modern psychology,”
believed that it was best to study one or a few subjects in depth. A review of publications
in psychology journals between roughly the early 1900s and the 1930s revealed that
studies involving one to five participants were the norm (Kazdin, 1982).
Kazdin (1982) identified advances in statistical analyses as a driving force for the
shift from individual to group designs within experimental psychology. He indicated that
clinical psychology is influenced by experimental psychology, yet advised that perhaps
the former should look at research a bit differently. Specifically, Kazdin cited the
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importance of the individual in clinical work, and reminded us of landmark studies in the
field that involved the use of a single person such as “Anna O” and “Little Albert.”
Kazdin reported that with group designs, much of the results from treatment
investigations have little relevance to what practitioners actually do in therapy because
results apply to everyone and therefore are applicable to no one. Thus, he advocated for
the “special relevance” (p. 14) of single-case designs for clinical work; particularly when
studying treatment techniques such as is the case in the present study.
Although single case designs offer information on only one individual at a time,
they offer the type of specific, detailed information that is needed to apply to individual,
unique therapy relationships. Several authors have recommend single-case designs for
treatment efficacy or process and outcome studies (Hilliard, 1993; Howard, 1993;
Lundervold & Belwood, 2000). Their stance is in opposition to the traditional view in
counseling research equating group design and statistical analysis with the only
acceptable research methodology. Lundervold and Belwood (2000) stated that this is an
overly narrow view especially considering the little direct relevance of results averaged
across participants for the practice setting. Furthermore, they stated that single-case
designs are quantitative, objective, inferential means to base practice on research—the
premise of the scientist-practitioner perspective. In fact, they asserted that “what has been
lacking in counselor education and training is instruction, in an existing research
methodology capable of scientific inquiry yet flexile enough to be used in practice
settings: single-case (N - 1) research design” (p. 93).
Similar arguments in favor of the use of N=1 studies are offered by Hilliard
(1993) who claimed that it is misleading to critique single-case designs along the same
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lines as group designs. Rather, a single-case design is more accurately perceived as an
intrasubject design where data is further supported by replication on a case-by-case basis
as opposed to aggregation across cases. Consistent with the present study, Hilliard
postulated that single-case designs are ideal when assessing the temporal unfolding of
variables within subjects. This is because aggregation may diffuse individual differences
and therefore is recommended to be used intelligently only once there is a basic
understanding of the phenomena under study. Also, the amount and detail of information
obtained can be much greater when using small N research considering the time
constraints of such in depth studies.
Howard (1993) further criticized clinical research in psychology for espousing
research principles largely developed for use in the physical sciences. Studying the very
nature of what clinical researchers should be interested in (e.g., subjective, personal,
idiosyncratic experiences) has been associated with bad science. Howard suggested using
replication of single-case designs to broaden the claims and the generalizability of results
as opposed to averaging results across a large group of participants, thereby losing the
effect on the individual. Especially when single-case designs are experimental, they
demonstrate a research methodology that can secure impressive amounts of both internal
and external validity.
Howard’s (1993) most convincing argument comes from reminding us of the fact
that the object of study in Newtonian physics never knew it was being studied. Thus, the
scientist objectively observed nature, but nature did not reflect on itself being observed.
In the social sciences, objectivity cannot be equated with the lack of reciprocal influence
between scientist and subject. Therefore, single-case designs offer a unique opportunity
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for “objective” science by allowing experimenters to thoroughly interact with, and gain a
deeper understanding of, their unique participants.
There are several limitations identified by Kazdin (1982) of the use of single-case
designs; most of which apply to the present study, and one that does not. The issues
relevant to the present study are discussed first and include: variations within
participants, generalizability of findings, and data evaluation concerns. Variations within
participants are a concern in single-case designs because they do not control for non
specific factors. Between-group research can control for differences in individuals
through random assignment or analyzing interaction effects. In single-case designs, if one
participant responds favorably to treatment and another does not, the researcher has no
way of knowing what contributed to the difference in outcome.
Generalizability of findings is a problem in single-case designs because one can
only truly make claims for the efficacy of the treatment for a patient exactly like the one
being studied. However, this problem is not necessarily corrected by large numbers of
subjects where results are averaged across participants. These “averages” also do not
provide information about the individuals to whom one may want to generalize the
results. Kazdin (1982) further articulated that single-case designs may actually provi v
more generalizable results than large N between-group designs. This is because the
former must produce results potent enough to be viewed by visual inspection whereas the
later is analyzed by the more sensitive means of statistics. A more detailed explanation of
this concept is provided in Chapter II of this paper.
Another limitation of single-case designs involves the data evaluation methods
because visual inspection (i.e., the most common means of analyzing single-case studies)

56

has no clear-cut decision rules regarding the presence or absence of intervention effects.
There are guidelines provided to visually analyze the data such as utilizing the mean,
level, trend, and latency of change in the data (explained in detail in Chapter II), but
much of the conclusions require the use of researcher judgment. There is also
disagreement regarding the use of statistical analyses, either as the sole evaluative
method or as a supplement to visual inspection, to evaluate data collected from single
case designs. These concepts and concerns are thoroughly explained in Chapter II in this
paper and thus the brief mention of the data evaluation limitation of single-case designs
will suffice for now.
A final concern, which is not relevant to the present study, is the limited range of
outcome questions. For example, because most single-case designs are comparing
treatment to no treatment (baseline), the only possible outcomes are that the treatment
was effective or that it was not. Individual aspects of the treatment cannot be separated
out as they can when running multiple statistical tests. However, in the present study, the
baseline phase involved treatment as usual (i.e., therapy with participants’ on-going
individual psychologists) and the treatment phase involved one addition to therapy (i.e., a
transitional object). Because the baseline and treatment phases in the present study are
not actually comparing “no treatment” with “treatment,” it is possible to analyze only the
effect of the transitional object, which is the technique of interest.
In light of the above-stated strengths and weaknesses of single-case designs, such
a design was chosen for use in this study for several reasons. First, the use of transitional
objects is very unique to the specific therapy relationship. As stated in several articles
cited above, the object must have meaning within the particular therapeutic relationship.
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A large study, with results averaged across participants, would not allow for the type of
specific, detailed information sought in the present study. Also in accordance with
Hilliard (1993), the present study was designed to assess the temporal unfolding of
changes in levels of self-injury—an ideal type of research question to address with a
single-case design because aggregation may diffuse individual differences. Furthermore,
the timing of presenting a transitional object (once the therapeutic relationship holds
primary meaning for the client), and the need to tailor the transitional object to the
client’s particular anxiety, self-soothing, or relational needs, necessitates the use of only a
few participants. A therapist cannot simply issue transitional objects to each of his or her
clients at one time in order to have a uniform experiment with a large N and expect the
transitional objects to have similar effects across clients. As stated by Howard (1993), the
results of this study will need to gain generalizability in the way best suited for single
case designs—by replication.
Purpose
The theoretical rationale for the present study, as well as the expected outcomes,
was surmised by the present author based on the link between psychodynamic
conceptualizations of self-injury, the role of attachment in later engagement in SIB, and
the formative function of transitional objects. Guralnik and Simeon (2001) stated that
those who self-injure have object worlds filled with criticism and limited internal
security. Self-injury is explained as the attempt of someone with a split object world to
attack the bad [mother] while retaining the good [mother]. According to Mahler et al.
(2000), an intrapsychic split occurs when the child’s ambivalence for closeness and
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separateness during the separation-individuation stage (six months to two years) is not
supported by the primary caregiver.
All children utilize splitting as a coping mechanism, but a child whose needs are
regularly met will be able to unite the good and bad parts and maintain a stable,
internalized “good” mother image. The ability to maintain such an image is paramount to
the development of a transitional object—one must first have a strong enough “good
mother” introject to symbolically attribute to an object to call on for self-soothing during
times of separation. Children who have experienced abandonment or early disruptions in
attachment do not have the basic sense of security necessary to transfer onto a transitional
object. Consistent with this assertion by object relations theorists, numerous researchers
cited above in this paper have found abuse, neglect, abandonment, and other impediments
to early secure attachments as precursors for adult self-injury (Brodsky et ah, 1995; Gratz
et ah, 2002; Simpson & Porter, 1981; van der Kolk et ah, 1991).
Taken together, the above concepts suggest that early relational difficulty,
particularly within the primary attachment unit, is closely linked with self-injury. The
common denominator among those who experienced abuse or neglect as children and
those who self-injure as adults seems to be an inability to self-soothe and/or experience
emotional object constancy in the physical absence of loved ones. Theoretically,
transitional objects provide a means to self-soothe in small children by creating a bridge
between the “me” and “not me,” or otherwise allowing the child to manage what is
f

internal from what is external while mastering the task of separation from the primary
caregiver (Winnicott, 1953).
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As adults, children who were not afforded the emotional security needed to
internalize a soothing mother image also were not able to rely on a transitional object.
Likewise, those adults that self-injure are not able to hold caring images of the therapist
and are not able to self-soothe in times of anxiety. Therefore, I believe that it is a logical
conclusion that providing transitional objects for adult clients would allow them to
develop a soothing internal object world, thereby unifying split internal objects and
ultimately reducing, or eliminating, self-injurious behaviors.
As stated previously, the majority of literature using transitional objects in
treatment has been applied to the adult population and is reported based on anecdotal
accounts from therapists or clients. The purpose of conducting the present study then was
to identify clients who may have ruptured attachment experiences in infancy,
theoretically operationalized by the presence of self-injurious behaviors, provide them
with transitional objects, and assess its effect on self-injurious behaviors. More
specifically, the frequency and intensity of self-injurious behaviors was monitored during
a baseline phase and a treatment phase, with the treatment phase consisting of the period
following the introduction of a transitional object into therapy. This is in contrast to
current anecdotal reports that speak to results only after treatment is terminated (Arthern
& Madill, 1999; 2002; Guinjoan et al., 2001; Hunter, 1998; Os, 1991).
Additionally, other characteristics that may coincide with self-injury were
simultaneously monitored, such as separation anxiety, attachment style, dissociative
experiences, and overall psychiatric symptomology. This additional data was collected
solely for the purpose of monitoring potentially confounding factors as they may
influence the number of instances of SIB irrespective of the effects attributed to the
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transitional object. Research described above under the subheadings “quality of
attachment as etiology of self-injury” and “other possible causes of self injury” lend
support for the correlation, if not causation, of early separations, abandonment, trauma,
and dissociation with later self-injury (Brodsky et al., 1995; Gratz et a.l., 2002; Gratz,
2003; Simpson & Porter, 1981; van der Kolk et ah, 1991). Therefore, statistically
significant fluctuations in the presence of these psychiatric symptoms during the course
of the study may influence instances of SIB and needed to be taken into account when
analyzing the results. For example, if SIB decreases substantially during the treatment
phase, as do feelings of separation anxiety, it will be more difficult to attribute the
decrease in SIB to the transitional object. Likewise, if SIB increases during the treatment
phase, yet so do experiences of dissociation, then increased dissociation may confound
the potentially positive treatment effects of the transitional object.
Hypotheses
Hypothesis 1. Participants will show no significant, positive, directional change in
instances of self-injurious behaviors during the baseline phase as determined by
researcher judgment from visual inspection of graphically displayed data.
Hypothesis 2. Participants will show a decrease in instances of self-injurious
behaviors during the treatment phase as determined by visual inspection of the mean,
level, trend, and latency of change of SIB displayed on a line graph.
Hypothesis 3. There will be a statistically significant decrease in the number of
self-injurious behaviors reported by participants during the treatment phase when
compared to the baseline phase.
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CHAPTER II
METHODS
Participants
The participants are two female clients seeking individual, outpatient therapy
from two separate doctoral level male psychologists in a small Midwestern city. Both
male and female clients were'eligible to participate, and the gender make up of the
participants is likely due to the greater frequency of reported self-injury in female clients.
Both participants meet the criteria for participation delineated at the outset of the study.
Specifically, participants could have a range of diagnoses; however, the self-injury could
not be the function of a developmental or psychotic disorder. The purpose for ruling out
those with psychotic disorders was to assure that the self-injury was not a response to
psychosis, which would not be expected to be affected by a transitional object. However,
those who dissociated during times of self-injury were allowed in the study as is this is a
common feature of those who self-mutilate (Brodsky et a!., 1995; Mulder, Beautrais,
Joyce, & Fergusson, 1998), as are general experiences of dissociation. Additionally,
participants had to be committed to long-term therapy (as deemed by themselves and
their therapists) due to the need for rapport in order to introduce a transitional object, as
well as the availability to complete the 32-week data collection period used for the
present study. Although clients could have a range of diagnoses, they had to be regular
self-injurers (as defined by a lifetime prevalence of ten or more times).
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The participants are referred to as Ms. A and Mrs. Z, and a detailed description of
both is provided below. The age of the participants at inception of the present study was
54 and 42. The following therapy reports are written from the conceptualization of each
participant’s treating psychologist and do not necessarily represent the perspective of this
researcher, nor do they necessarily fit within the theoretical formulation utilized to form
the basis of the hypotheses in this study. In the case of the current study, it would not
have been ethical research practice to ask Ms. A- or Mrs. Z’s psychologist to alter his
standard course of treatment based on the ethical standard 2.04 put forth for psychologists
in the Ethical Principles o f Psychologists and Code o f Conduct (2002). This code
stipulates that psychologists base their practices on established scientific and professional
knowledge. Since there is a dearth of empirical research on the effects of transitional
objects within a psychodynamic therapeutic relationship on self-injury (see chapter i),
and neither of the participating psychologists reported substantial professional
knowledge/practice from a purely psychodynamic perspective, they were instructed to
maintain “treatment as usual.”
Finally, note that identifying information has been changed in the reports below in
order t0 disguise the identity and protect the confidentiality of the participants.

Participants have read, and expressed their approval, of sufficient alterations in
identifying information in the final descriptive version presented in this paper. Ms. A
described reading about herself as difficult and “surreal,” yet approved the description
without requesting any changes. Mrs. Z also found it difficult to read the description of
herself for the present paper. She requested several changes to make her description more
accurate, as opposed to alterations to conceal her identity. She also asked this researcher
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to make note in the final write-up that she now (about one year post-completion of data
collection) no longer has any feelings of romantic attraction toward her psychologist. She
indicated that she felt her description made her sound dependent and wanted an
addendum for the reader to note that she has made many strides toward independence
over the past two years and is now living on her own. Although identifying information
has been changed, care was taken to replace identifying information and life experiences
with substitutes that would likely contribute to a similar psychology of that experienced
by Ms. A and Mrs. Z. Therefore, the generalizability of findings should still be applicable
to clients “similar” to those described below.
Ms. A
Identifying information. Ms. A is a 54-year-old, Caucasian woman who looks
slightly younger than her chronological age. She is single, owns her own home,
and lives alone with her dog and two cats. She has worked full-time as an interior
decorator for the past 26 years. However, during the past five years since entering
therapy and going through some difficult emotional times, she has had several
periods of reducing to part-time work for a few months at a time. She had a brief
period of not working, at which time she did some fashion designing from her
house.
Presenting concern. The course of therapy for Ms. A began five years prior to her
involvement in the present study. Thirty years earlier, she was diagnosed with
bipolar disorder following a three-year period of depression. Since that time, she
has been encouraged repeatedly to seek therapy, but had not done so until
beginning her current therapy relationship six years ago. Upon intake with her
present psychologist, Dr. B, she reported that “lots of strange things” were going
on. She reported losing time, finding lots of cuts and bruises, and not knowing
how they got there. She also described experiences of dissociation such as
washing her hands, but finding that they did not feel like hers. She indicated that
she did not recall any history of abuse, but did state that her sister had recently
recalled sexual abuse as a child by a relative of theirs (i.e., a cousin 20 years her
senior).
Early childhood. Ms. A grew up living with her mom, dad, and five sisters (she is
four of six in the birthing order) in a small town in the Midwest. She described
her parents as conservative. She said that she was raised in a conservative
Christian tradition, but now sometimes questions whether or not there is a God.
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Both parents and all of her siblings are still alive. Growing up, her relationship
with her parents was emotionally distant. She indicated feeling like the “black
sheep” in the family and recalled that she received very little praise as a child for
her accomplishments. She stated that her dad was a practical joker and that
“everyone” liked him. She reported that humor was her family’s main virtue. She
began having migraines at the age of five and stomach ulcers at the age of nine.
Ms. A also reported having a number of bladder infections, which began at a very
early age. She reported having a long history of anxiety associated with very
specific triggers such as white tank tops, certain movies, sounds, and sayings.
Interpersonal relationships. Ms. A described significant isolation growing up. She
stated that she did not have any friends in school and took specific measures to
avoid coming into contact with other children before and after school. She did not
date at all in high school. She complained of strongly disliking physical education
in school because she had to shower in front of other people. She has never been
married, but dated frequently and behaved in ways that would be considered
promiscuous in her 20s. At the time of her intake interview with Dr. B, her most
recent romantic relationship was more than 15 years ago.
Psychiatric history/initial diagnoses. Ms. A denied any use of alcohol, illegal
drugs, or caffeine. She had one prior hospitalization for psychiatric reasons 30
years ago when she was started on lithium after being diagnosed with bipolar
disorder. According to the self-injury survey (SIS; see measures section below),
her history of self-injurious behavior began at about the age of five. The type of
self-injury indicated at this age on the SIS was cutting, burning, or scratching
genitals. Ms. A also endorsed in the “other” category that she has inserted objects
into her vagina in order to cause physical pain beginning at about the age of nine.
Ms. A estimated that she has engaged in these two genital forms of self-mutilation
hundreds, maybe thousands, of times during her life. Finally, she endorsed cutting
herself with a sharp object beginning at the age of 44 (three instances in her
lifetime). After her intake assessment with Dr. B, her diagnoses were as follows:
Axis I: 296.51 Bipolar I disorder, most recent episode depressed
300.15 Dissociative disorder NOS
R/O 309.81 Post-traumatic stress disorder with delayed onset
Axis II: R/O 301.82 Avoidant personality disorder
Axis III: hysterectomy, migraines, repeated bladder infections
Axis IV: environmental isolation
Axis V: 55-60
Therapy. The following is a brief account of some of the highlights of each year
of treatment for Ms. A prior to, and through, her participation in the present
study. The following therapy reports are written from the conceptualization of
Ms. A’s treating psychologist who indicated in his notes utilizing a cognitivebehavioral and interpersonal approach with this client.
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Year one; the memories begin. Within one month of beginning therapy, Ms. A
began to have recollections of sexual abuse. These flashbacks involved the taking
of pictures by the same cousin from whom her sister recalled sexual abuse. On
the second month of therapy, she began taking Ambien to help with her sleep and
Seroquel to help with her flashbacks and feelings of depersonalization. Her
flashbacks continued to evolve and guilt began to ensue based on the sexual
arousal that she felt induced by the memories.
During the third month of therapy, Ms. A awoke in the middle of the night and the
voice of a little girl came out of her mouth, stating, “Where’s my mommy—when
can I go home?” Shortly after this incident, Ms. A had a 36-hour manic episode
during which time she was convinced that she was cured. A couple of weeks later,
she felt depressed again and began expressing irritability and negative
transference towards Dr. B. It was not until the 4th month of therapy that Ms. A
admitted to engaging in some self-injurious behaviors in order to “make the pain
real.” However, Ms. A remained quite vague about her self-injury for the next
three years. Dr. B, ascribing to a cognitive behavioral and interpersonal style with
this client, began to regularly assign books, tapes, and homework dealing with
relaxation.
After five months of treatment, social phobia was added to Ms. A’s diagnoses and
Dr. B began to encourage the development of a social life. During the 6th month
of therapy, Ms. A received the diagnosis of depersonalization disorder, as her
episodes of depersonalization had remained constant up to this point. During this
time, she was also started on Neurontin, an anticonvulsant used to treat manic
symptoms.
During the 10th month of therapy, Ms. A quit all of her medication and verbally
refused to continue with therapy. However, she left a note with Dr. B that stated,
“Dr. B don’t let ‘Ms. A’ stop coming to see you—she is lying to you. She quit
taking her medication because she wants to hit rock bottom so that it will make it
easier for her to die...” An appointment was set up because of this note and Ms. A
was asked to contract for safety, but she refused to do so and mocked the concept.
Two weeks later, she decided to return to therapy and reported that she was still
having thoughts of death and still not taking her medication, but she refused
hospitalization. During the weekend following this appointment, she called Dr. B
at home and reported a suicide plan with intent. The following day, she was
placed in the hospital for about two weeks and then followed up with partial
hospitalization.
Ms. A continued to struggle immensely throughout the first year of treatment with
sexual arousal from her flashbacks as a classically conditioned response to her
sexual abuse. She also left multiple telephone messages for Dr. B beginning after
her 3rd month of therapy and continuing throughout the first year. Ms. A also
called him at home on occasion, which is acceptable to Dr. B.
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Year two; A year o f hospitalizations. At the initiation of the second year of
therapy, Ms. A was again hospitalized for repetitive thoughts of self-harm. This
time, she was hospitalized for just over one month during which time she had
more memories about her cousin and the sexual abuse. She was started on
Nortriptyline for sleep. Just three weeks after Ms. A was released from the
psychiatric hospital, she was seen at the emergency room of a local medical
hospital after a suicide attempt where she swallowed 90 Xanax. She remained in
the intensive care unit (ICU) at the hospital for six days and was then transferred
back to the same psychiatric hospital where she had been three weeks prior. From
now on, the psychiatric hospital will be referred to as Hope Hospital.
While at Hope Hospital, Ms. A revealed for the first time her difficulty with her
own sexuality. She was vague and mentioned being “forced” to stimulate herself
to the point of arousal, but provided no further detail until almost two years later.
Three weeks later, while still hospitalized, she began to fear losing her job as an
interior decorator and thus ended her stay prematurely. Within two weeks, she
overdosed on 29 Ambien and was back in the ICU at the medical hospital and
then transferred back to Hope Hospital once medically stabilized. During this
hospitalization, themes focused on more memories, flashbacks, and guilt
regarding physical responsiveness to memories of abuse. After three weeks, she
transferred to partial hospitalization.
While attending partial hospitalization, she experienced physical arousal while in
trauma group as another patient reported sexual abuse by her father. This
classically conditioned post-traumatic stress-like response produced extreme guilt
in Ms. A, as she thought that this made her a “pervert” or meant that she enjoyed
the abuse. A few days later, she was readmitted to Hope Hospital as the result of
what Ms. A called an “accidental overdose.” This time while at the hospital, she
revealed that she has touched herself to feel sexual stimulation while talking on
the phone with her sister and her father, which again caused tremendous guilt. She
also discussed shame about her self-mutilation (although still vague and evasive
about what exactly it entails) and reported that she believed she found vaginal
scaring during a self-examination exercise prescribed by her psychiatrist, but
refused medical examination. This time, her hospitalization lasted about one
month and then about three weeks after release, Ms. A was again hospitalized due
to suicidal ideation.
Ms. A felt abandoned during this hospitalization because her psychiatrist went on
vacation. She began to have recollections during this hospitalization that her Aunt
had also sexually abused her. When she saw Dr. B next, she admitted selfmutilation to him, but still did not provide any details. Ms. A explained that the
pain from the self-mutilation replaces the arousal that she begins to have when
she has recollections of her abuse. About three weeks later, she had a multiple
drug overdose that required medical examination, but did not result in a
psychiatric hospitalization.
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I owards the end of her second year of therapy, she decided to confront her cousin
about the sexual abuse. He responded by denying that he ever touched her.
Subsequently to this verbal exchange, she decided to pursue legal action. A
couple of months later, she spoke with an attorney, but was having difficulty
finding someone that she could afford. She did not have any suicide attempts or
hospitalizations during these months.
At the very end of her second year of therapy, exactly four months from her last
suicide attempt, Ms. A overdosed on pills and was again hospitalized. For the first
time, Ms. A’s family (mom and three sisters) became involved in her treatment by
attending a family meeting. The family was supportive of Ms. A during this time,
but she refused to allow them access to any treatment information about her while
she was hospitalized.
Year three; testing the therapist’s care. Ms. A began her third year of treatment
in partial hospitalization at Hope Hospital. Dr. B regularly visited with Ms. A,
even while she was hospitalized. She still continued to leave him regular phone
messages or requested for him to call her (ranging from several times per week to
once every other week). The migraines that Ms. A reported beginning at the age
of five continued regularly and were quite disruptive and painful.
By four months into year three of therapy, Ms. A had $5000 in debt due to her
psychological treatment and portions of hospitalizations that were not covered by
her medical insurance. Furthermore, she had consistently lost money due to
missing work. She found her job stressful and really wanted to quit, but felt that
she could not due to her vulnerable financial situation.
About the middle of the third year, Ms. A disclosed to Dr. B that she could relate
to a patient at Hope Hospital who had disclosed during a group that she never
reported her childhood sexual abuse because she enjoyed it. This disclosure was
further evidence of Ms. A’s guilt regarding arousal feelings, which has continued
to be a theme throughout treatment. Ms. A also continued to report new
flashbacks and memories to Dr. B, but then refused to talk about them.
On the seventh month of year three, Ms. A called Dr. B on the phone, told him
that she felt suicidal and had intent to kill herself, and then hung up the phone. Dr.
B called Hope Hospital, who subsequently attempted to contact Ms. A. When Ms.
A did not answer the phone, the police were called. By the time police arrived at
her apartment, she reported that she has taken enough Ambien to “do the job.”
This resulted in the 4111suicide attempt in four years that required ICU
resuscitation. After being stabilized, Ms. A was again transferred to Hope
Hospital. Once there, she reported that the suicide attempt was due to “massive”
flashbacks that were new and confirmed for her that she was sexually abused by
both her cousin and her aunt. She expressed anger at her therapist, Dr. B, for not
caring. During this hospitalization, the psychiatrist added “dependent, histrionic,
and narcissistic features” to her personality disorder NOS diagnosis.
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About a month-and-a-half later, Ms. A ended her therapy session with Dr. B by
walking out. She felt that the Hope Hospital psychiatrist had suggested that she
was making up the abuse for attention. She had since come to accept this
explanation and had been stating that it never happened and that she made it up.
When Dr. B questioned her skeptically on this new stance regarding her
childhood abuse, she became angry, walked out, and subsequently called after the
session to state that she was never coming back because “it is not helping.”
Ms. A returned for a session about three weeks later, acting belligerently, and
stating that she felt “judged” by Dr. B. Shortly after this tumultuous session, Ms.
A was again hospitalized due to suicidal feelings. When she was released about a
month later, she returned for a session with Dr. B and reported that she never gets
to talk about the issues that she wants to talk about. When asked what those issues
were, Ms. A responded, “you should have asked that a long time ago!”
A couple of weeks later, Ms. A disclosed new information about her self-abusive
behaviors. She reported that the self-abuse had been increasing. Dr. B gave her
taped lectures about self-abuse among those who have experienced sexual abuse.
In the next session, Ms. A brought notes she had taken from the lectures that
validated aspects of her own behavior, which she appeared pleased about.
At the end of the third year, Ms. A expressed considerable distress, and cried
throughout an entire session about “sensory integration therapy” that she has
begun at Hope Hospital. This involves rubbing cream on the forearm for sensory
stimulation. Ms. A referred to herself as a perpetrator for doing this. She also
feared that her Hope Hospital psychiatrist would send her away for “violating”
herself over the weekend. During her last session of the third year, prior to going
out of state for a one-month specialized sexual abuse treatment facility, the patient
finally disclosed the sexually masochistic and sadistic nature of her self-abuse.
Year four; a new beginning. The following information was taken from treatment
notes forwarded from the out-of-state specialized sexual treatment facility, which
will be referred to as Safe Haven:
Ms. A was able to gain new insights and made new disclosures while receiving
treatment at Safe Haven. She revealed that she has feelings of sexual arousal,
causing her to feel shame, which she believes she needs to be punished for—
acting as perpetrator and victim. She admitted to abusing masturbation and has
refused medical attention for observed bleeding and possible scaring. She
reported that her cousin would take pictures of her during the sexual abuse. Some
abuse involved him making her perform sexual acts on him at a drive-in movie
theater. Her aunt, whom she only recently recalled being abused by, would tie her
to a table and sexually abuse her beginning at the age of three. She stated that the
abuse continued until the age of 16.
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Ms. A admitted some "‘manic” type episodes where she would spend about $700
on clothing she did not need and then take the clothes back. She stated that she
did not date at all in high school. However, she reported engaging in promiscuous
sexual behavior in college. She said that she had one pregnancy in her 20’s that
terminated in a miscarriage. She stated that she has not had a sexual relationship
in 13 years. She revealed an inability to touch anyone, yet at discharge, she was
able to shake the psychologist’s hand. She worked on boundaries and was able to
allow peers to touch her shoulder by discharge, but refused to hold hands during
the serenity prayer. She received additional Axis I diagnoses of sexual aversion
disorder and sexual disorder NOS.
The following information is from Dr. B’s therapy notes after Ms. A returned
from Safe Haven at the end of January and through the rest of her 4th year of
treatment:
Ms. A returned from Safe Haven stating that she had gained a lot of insight. She
found her father to be more supportive of her treatment than she had anticipated.
In fact, she reported that her father had confronted one of her perpetrators and told
him that he was no longer welcome in their family home. She also mentioned an
idea that she had to write a book about her life and her self abuse. She ends up
working on this over the next two years and prior to her completion in the present
study, this book is published under a pseudonym.
During the second quarter of the fourth year, Ms. A continued to avoid discussing
her self abuse. Dr. B encouraged her to articulate nurturing behaviors toward
herself. Although Ms. A did not specifically discuss her abuse, she did admit that
she continued to self injure. She rationalized the self abuse by stating that arousal
is “disgusting,” therefore she inflicts pain as a way to overtake the arousal. During
this time, she also went back to her aunt’s former house where the abuse occurred,
took pictures of abuse locations such as the kitchen and the bedroom, and brought
them to therapy to share with Dr. B. This, along with underemployment caused by
missing work due to treatment, was too stressful for Ms. A and thus she
overdosed shortly after the visit to her aunt’s former place. She was subsequently
placed back at Hope Hospital.
About the middle of the fourth year, Ms. A was discharged from Hope Hospital
and returned to see Dr. B where she made some new disclosures. Ms. A discussed
multiple sexual relationships in her 20’s more extensively than she had previously
discussed. She also revealed numerous abortions and failed pregnancies that she
had not previously mentioned. She reported that she had been dissociating once
again and was tired of finding things among her belongings that she did not
recognize or remember buying. She also revealed that she has “secrets” about
which she feels great shame. Assuming that the “secrets” may involve arousal, for
which she has previously expressed feeling great shame, Dr. B gave her a book to
read about self stimulation in order to help her separate the arousal from the
abuse. When asked during a subsequent session about how the sell-stimulation
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exercises from the book had gone. vis. A indicated that she cried the whole time.
She likened the exercises to when she was being raped, stating “I just wait for it to
get over with.” Dr. B hypothesized that her reaction may relate to feelings of guilt
about her abortions and guilt over feelings of sexual arousal as it relates to her
past abuse.
Toward the end of the fourth! year, Ms. A expressed feeling like a failure due to
her increasing debt and underemployment. She had to drop to part-time work
because her frequent hospitalizations have caused problems with her employer.
During this time period, she called Hope Hospital one day and reported that she
had hurt herself very badly the day prior. She stated that she could not have gotten
violent enough with herself, explaining it by stating, “it was like I couldn’t make
it hurt enough...” A ough she contacted the hospital, she then exhibited
ambivalence about seeking help as had been a pattern with her. Ms. A had in the
past made cries for help, but then rejected the help when it was offered. She
revealed to Dr. B in her next session following the call to Hope Hospital, that she
had been abusing herself in ways that she had not done for 13 years. She stated
that this abuse A one of the “secrets” that she has not been able to share. Ms. A
then referene d past behaviors for which she feels she needs to punish herself.
Ms. A did n t provide any more detail about the secret abuse or the behaviors
requiring “punishment.”
Year five; increasing dissociation. Ms. A started off the year telling Dr. B that she
had not done any of the book self-stimulation exercises because it felt like self
abuse to her. In the second month of year five, Ms. A reported an amazingly
brave and out-of-character experience over the past weekend. She stated that she
went on a double-date with a colleague from work to several sporting events. She
reported that the man she went out with was very shy and that she could relate to
him. However, she expressed doubt that she would ever go out with him again.
She was still struggling greatly financially and said that she felt guilt because she
may have to ask her father for another loan. She began doing art work and selling
it online as a way of supplementing her income.
During the second quarter of year five, Ms. A made some improvements in that
she reported doing some of the book exercises and had been able to reach orgasm.
In other ways, she seemed to be regressing in that her episodes of dissociation
were increasing. She considered taking a break from therapy because the voices
were increasing; particularly at night, but she decided to stick with it.
While the dissociative episodes remained heightened, Ms. A also began to have
some difficulty with her family. She stated that her mom told her sister that she
does not believe Ms. A about the abuse because if that were happening, then “I
would have known.” There was a family reunion approaching at the middle of the
year, and Ms. A planned to confront her cousin again. However, she reported
feeling unsupported by her family on this decision. She felt that they wished she
would just drop it and forgive “like my sisters.” As a result of feeling a lack of
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support, she chose not to attend the family reunion. During this time, her dad was
diagnosed with prostate cancer.
Mid-year, Ms. A reported what seemed like a fugue state. She then indicated a
need to talk about something that she has not shared before, but refused to do so.
She reported that she has been abusing her medications again, but not to the point
of overdose. Ms. A brought in a note that she found near her bed that she must
have written during a dissociative state. The note referred to “going nowhere—
going dead nowhere—more pills, more to die...” She then wrote a letter to Dr. B
in third person that read: “take all the pills, she’s not strong enough...she wants to
die, I want to die, we want her gone.” At the end, the handwriting changed
childlike and read “help me die.. .she’s ready to go.. .it’s over why her not him.”
A week and a half later, she overdosed on medication and was again placed in
Hope Hospital.
After being released from Hope Hospital, during the final quarter of the fifth year,
Ms. A reported to Dr. B that she has now learned her lesson and that next time, “I
won’t call anyone.” She was referring to her most recent hospitalization where
she overdosed and then called the Hope Hospital crisis line. She hung up without
providing her location, but police were dispatched to her house anyway and she
was resuscitated.
Year six; participation in the present study. Ms. A began her sixth year of therapy
stating that her dissociative episodes continued to be frequent. For example, she
stated that over the past month, she had 500 unaccounted for miles on her car.
She said she was feeling suicidal, but rejected the idea of hospitalization. Just
over one month into her sixth year, she told Dr. B that she had taken “too many
pills last night.” However, she still refused hospitalization. She also refused to
seek medical consultation or request a leave from work. During the third month
of this year, Ms. A began her participation in the present study.
On month four, Ms. A began to experience considerable anxiety about the book
that she wrote about her life, as it had been published and would be available for
purchase soon. She had created a website about her life, self injury, and her book
and had gotten many hits and validation through visitor’s comments. However,
she seemed to continue to seek someone who could identify with her perfectly.
She had a radio interview about her book and felt that it did not go well.
Following the interview, Ms. A reported that she self-injured by taking “too many
pills.”
Toward the middle of the sixth year, Ms. A received her transitional object
associated with the present study. Her transitional object was a message written
by Dr. B on one of the business cards that Ms. A had made up to advertise her
book and her website. The message read: “’healing control’ is not abusing oneself
but being kind to one’s body and how it functions.” She was told to keep it with
her and read it when she feels like mutilating herself.
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The possibility of medical bankruptcy was also discussed during the session when
Ms. A received her transitional object. The reason was that Ms. A had
considerable debt from her hospitalizations; both medical and psychiatric. Ms. A
was feeling quite depressed and ended up hospitalized about three weeks later due
to suicidal ideation.
During the third quarter of this year, Ms. A continued to have ambivalence
regarding self-pleasuring exercises. She was still regularly having dissociative
episodes and had been finding bruises that she was unable to explain. She
reported that she had been told by others at work that at times she is “quite
entertaining,” but does not know what is being referred to.
During month nine of this year (Ms. A’s participation in the study ended October
25, 2005), Ms. A cancelled an appointment. The next week, she reported in the
study that she had three instances of self-injury during that week. When she
returned to her next session with Dr. B, she reported that she had been having
significant headaches. She was quite tearful regarding a number of issues,
including “having to go to work like this.” She also stated that she went home the
previous week to find her father quite depressed, as well as possibly demented.
She sobbed throughout the session about “how hard it is to see him like this.” No
mention was made during this session, of her increased self-injury, but her visit
home may be a possible explanation.
At the last session that Ms. A attended before her completion in this study, she
stated, “the talk could not have gone better.” She was referring to a talk she did
regarding her history of abuse. Ms. A stated that people were complimentary and
that she felt she handled herself w'ell. This is noteworthy because it is the first
compliment Ms. A has given herself since beginning therapy with Dr. B.
Mrs. Z
Identifying information. Mrs. Z is a 42 year-old, married, Caucasian woman who
looks her chronological age. She and her husband of 23 years have five children
(four daughters and one son) ranging in age from nine to 23. Two of her children
have special needs (son: autism and youngest daughter: reactive attachment
disorder). Mrs. Z blames herself for her children’s disabilities; particularly her
daughter with whom she frequently has verbal conflicts. Mrs. Z married her
husband at age 19 secondary to an unplanned pregnancy. She and her husband
own their home and are quite financially successful due to an invention that her
husband patented over a decade ago. She works part-time as a florist and has done
so for about five years. Mrs. Z has had various part-time jobs and/or has been a
stay-at-home mom throughout her adult life, but has never found any work that
she desires to stick with.
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Presenting concern. The course of therapy for Mrs. Z began three years prior to
her involvement in the present study. Prior to initiating therapy with Dr. C, Mrs. Z
made two suicide attempts; one four months, and the other one month, prior to
initiating therapy. Both of these attempts involved overdosing on pills and were
followed by brief psychiatric hospital stays. Upon intake, Mrs. Z identified four
reasons for her depression, which led to her suicide attempts. First she identified
being unable to come up with $500,000.00 for her father so that he could start a
business and thus feeling lik- a failure as a daughter. The second involved a
parent-teacher conference regarding her son with autism that made her feel like a
failure as a mother. Thirdly, Mrs. Z reported that she recently disclosed to her
pastor about a date rape that occurred in college and subsequently she had been
having flashbacks and nightmares. Finally, Mrs. Z divulged for the first time
during one of her brief psychiatric hospitalizations that she had another child that
died at 6-months of age as a result of a car accident. Although the accident was
not Mrs. Z’s fault, she was driving the car and believes that this is another sign
that she is a failure as a parent.
Early childhood. Mrs. Z grew up living with her mom, dad, two brothers and two
sisters (she is last in the birthing order) in a small town. She described her parents
as “religiously obsessed.” She said that she was raised as a Christian
Fundamentalist and believes that the church was cultish and oppressive.
Interestingly, although her siblings have all abandoned religion, Mrs. Z is quite
active in her church. Both parents and all of her siblings arc still alive. She
recalled that her dad was controlling and distant, but yet she always felt that he
cared for her. She indicated that her mom was cold and somewhat vindictive. She
remembered always have to be the “perfect child” lest she must deal with her
mom’s disapproving looks. She stated that her relationships with her siblings are
“ok.” She could not recall much else of significance from her childhood and
stated that her memories are vague.
Interpersonal relationships. Mrs. Z described herself as quite shy while growing
up. She said that she did well academically, but that she was not social with the
other children. She remembered typically having only one or two other children in
her classes that she would talk to. Although she would have liked to, she stated
that she did not date at all in high school because her parents would not allow it.
Mrs. Z graduated high school and went on to college for one-and-a-half years.
She revealed that she began dating in college and was date raped by a man with
whom she went out only once. She repotted that she never told of the incident
because she believed that her mom would have blamed her. She met her current
husband in college, became pregnant, and then dropped out of college and got
married. She described her marital relationship as “happy and comfortable,” but
wondered if they got married too early because she feels that she has had no time
for herself.
Psychiatric history/initial diagnoses. Mrs. Z was first diagnosed with depression
six months prior to her initiation of therapy with Dr. C. She began taking
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medication at that time and had two sessions with a woman psychologist, but said
she did not continue because she did not feel comfortable with her. Two months
later she was hospitalized secondary to a suicide attempt. While hospitalized, she
worked with a male hospital therapist and had a positive experience. Interestingly,
upon discharge, she requested to see a male hospital psychologist (Dr. C) on an
outpatient basis. She had also seen her male pastor on occasion for pastoral
counseling.
According to the SIS, her history of engaging in self-injurious behaviors began at
age 38 with scratching (lifetime prevalence of five times) and/or cutting herself
(lifetime prevalence of 30 times) with a sharp object. She also indicated carving
words her skin (lifetime prevalence of three times) beginning at age 38. She
reported banging her head, arms, or legs to the point of bruising (lifetime
prevalence of two times) beginning at age 39. After her intake assessment with
Dr. C, her diagnoses were as follows:
Axis I: 296.23 Major depressive disorder, single episode, severe, w/o
psychotic features
309.81 Post-traumatic stress disorder, acute, with delayed onset
Axis II: 301.9 Personality disorder NOS with dependent and borderline
features
Axis III: Migraine headaches
Axis IV: Problems with primary support group, recent suicide attempts/
hospitalizations
Axis V: 50
Therapy. The following is a brief account of some of the highlights of each year
of treatment for Mrs. Z prior to, and through, her participation in the present
study. The following therapy reports are written from the conceptualization of
Mrs. Z’s treating psychologist who reported utilizing cognitive and
psychodynamic techniques with this client.
Leading up lo Therapy: The Depression Begins. Four months prior to beginning
therapy with Dr. C, Mrs. Z experienced her first psychiatric hospitalization. She
was voluntarily hospitalized after an overdose on a sleeping pill and stayed in the
hospital for about three weeks. She stated that over the past two months she had
been having depressive symptoms such as hyposomnia and a lack of interest in
previously pleasurable activities. She was also experiencing post-traumatic stress
symptoms such as flashbacks, intrusive thoughts, nightmares, and autonomic
arousal. When she began to feel these symptoms two-months prior to her first
hospitalization, she was placed on an antidepressant, anxiolytic, and sleep aid by
her primary care physician.
After Mrs. Z’s three-week stay in a psychiatric hospital, she was discharged to
partial care. Over the next two months, Mrs. Z went back-and-forth from partial to
inpatient treatment approximately every two weeks. Her inpatient hospitalizations
were usually precipitated by decompensating after discussing her date rape in

college. Precipitating her hospitalization directly prior to beginning therapy with
Dr. C, Mrs. Z severely overdosed such that she was first placed in a medical
hospital for 48-hours for resuscitation and medical follow-up. When she was
transferred to the same psychiatric hospital she had been on the prior occasions,
she discussed the abuse issues with her hospital therapist, but was having
difficulty keeping appropriate boundaries. Over the next month, she was gradually
transferred to an outpatient therapist affiliated with the hospital, Dr. C.
Year one; learning to accept and assert boundaries. Mrs. Z had met with Dr. C
and worked with him in group therapy while hospitalized, thus she already had
some rapport when beginning therapy. In the first session, she revealed that her
father used to lock her in the basement as a child and was very domineering
regarding her religion and choices in life. She brought in lengthy documents that
her father had written regarding acceptable religious practice and felt that she
could not live up to these expectations in order to please him. She asked Dr. C for
direct feedback about his thoughts on organized religion. Insight was provided
regarding Mrs. Z’s perception of both God and her dad as domineering, difficult
to please, and unable to earn either of their approval. Insight was also provided
that she asked Dr. C for his opinion because he is a male authority figure that she
wanted to please.
Within the first week of beginning therapy with Dr. C, Mrs. Z was placed back in
inpatient care. About one month into treatment with Dr. C, she was released from
inpatient, which brought about feelings of rejection in Mrs. Z. Resultantly, she
went to a local hotel the day after being discharged and overdosed on Ambien.
This resulted in another three weeks of inpatient care. While hospitalized, Dr. C
continued to work with Mrs. Z individually, and she and her husband also began
marital therapy with a hospital therapist.
Over the first three months of therapy with Dr. C, themes included: feelings of
abandonment, intense romantic and idealizing transference toward her ex
therapist, and a tendency to go from anger to guilt. She also gained insight into
her family of origin and struggled with setting new boundaries in her immediate
family. Regarding her tendency to go from anger to guilt, Mrs. Z realized that she
may hate her mom and then felt guilty for feeling that way. She also found herself
wondering why her husband cannot listen more like her therapists and then felt
guilty for feeling this way.
Some insights into her family of origin involved the realization that her dad
treated her more like a spouse (complimented her looks and used her as a
confidant) than a daughter. She revealed that her mom was cold, likely because
she was jealous, and that the only time she received her attention was when she
was sick. Mrs. Z wondered if she was being “sick” now because she wanted her
mom’s attention. Within her own family, Mrs. Z told her husband to no longer
give her big hugs, as they made her feel smothered. She had also set a rule that he
could not ask her about her treatment. Further, she decided that she needed a
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break from the arguing with her daughter and thus temporarily sent her to live
with her paternal grandparents.
During months four, five, and six. Mrs. Z revealed that she had romantic
transference for Dr. C and her psychiatrist. These feelings were normalized, as
these male professionals met her nurturance needs, and the professional
boundaries were reiterated. These feelings continued to come up from time-totime, sometimes quite strong, but she articulated a realization that she could not
act on them. Toward the end of the second-quarter of her first year of therapy,
Mrs. Z explained that she had concern that she only had a certain amount of love
to give and worried that if she gave it to her husband, she would not have enough
left for Dr. C. She gained insight into her need for love from males because she
felt she never got love from her father. Mrs. Z articulated a fear that this may
make her vulnerable to having an affair.
Her difficulty with autonomy in her relationship with her husband continued. Mrs.
Z was forthright in marital therapy with him and stated that she no longer wanted
sexual contact as often as she used to. Mrs. Z also identified body image issues,
which impact her self hate. Finally, she continued to be vulnerable to indications
of impending abandonment. Specifically, Mrs. Z had difficulty when Dr. C took a
two-week vacation. Furthermore, she feared he was contemplating ending
treatment with her when she had to decrease the frequency of her sessions due to
running out of insurance coverage. Finally, she expressed a fear of getting better
because she may have to decrease her sessions even further from twice to once
weekly.
At the start of the third-quarter of year one in treatment, Mrs. Z was again
hospitalized after an overdose. The overdose was precipitated by her psychiatrist
stating that he wanted her to monitor her medications more closely. Mrs. Z said
that her internal reaction was, “I will give him a reason to monitor my
medications.” This time, she only stayed for three days because the treatment
team decided that based on dependency and transference issues, it was best to
keep her hospital stays as short as possible. At this point, Dr. C changed her
diagnosis on Axis II to Borderline Personality Disorder with dependent features.
This quarter of treatment was characterized by many of the same themes
presented above, yet the intensity of some of the issues increased; namely, her
sexual transference toward Dr. C and her need for autonomy in her relationship
with her husband.
Mrs. Z developed a fear that her husband may leave her or have an affair because
he had been particularly more angry and irritable; especially after her most recent
overdose. She discussed a separation with her husband in order to “find myself
and be a better mother. 1lor husband was mildly supportive of the idea, but
expressed some concern for her safety being alone. Regarding her relationship
with Dr. C, Mrs. Z stated “I’ve never wanted someone so bad that I cannot have.”
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When Dr. C reiterated the boundaries of their relationship, she accused him of
abandoning her.
During month nine, Mrs. Z visited a surgeon about stomach stapling and felt
rejected because she was told that she was not sufficiently overweight for the
procedure. Interestingly, the surgeon and her ex-therapist are of the same ethnicity
and she began to ruminate about her re jection from the both of them. Insight was
offered to the patient regarding her difficulty with boundaries and tendency to
interpret them as rejections. Dr. C elaborated that this mirrors her father’s
boundary issues with her as a child and her mother’s subsequent anger at Mrs. Z.
During this same month, Mrs. Z’s father was arrested for embezzlement from his
employer. This significantly impacted Mrs. Z because her parents had always
expected perfection from her, yet she now saw that they are not perfect
themselves.
The last quarter of Mrs. Z’s first year of therapy focused mainly on relationships
and boundaries. She expressed a concern that she may have married her husband
as an escape from the abusive dating relationship she was in just prior to
accepting the marriage proposal from her now-husband. She hypothesized that
this may be why she cannot lean on her husband and allow him to help her
because then she would have to open up about her true reason for marrying him.
Her boundary issues in therapy during this quarter of treatment were related to her
relationship with her husband. Mrs. Z stated that she was starting to have strong
feelings for Dr. C again, which she attributed to her husband not meeting her
needs. Mrs. Z and Dr. C decided that she needed to decrease her sessions to once
weekly so that she could start relying on her husband more.
Mrs. Z also shared an instance where she tried to see her psychiatrist on
Thanksgiving and although she knew he was in the office building, he was not
available to see her. She reported going home and cutting herself as a result of her
feelings of abandonment. Regarding her ex-therapist, Mrs. Z disclosed feeling
that she hates him because he is the first person she trusted and she believes he
used it against her to make her feel stupid. Of note, Dr. C indicated a belief that
she had adequate justification for feeling the way that she did in this situation.
Boundary violations unrelated to her therapy relationships discussed at this phase
of treatment involved her father and the man who raped her at age 18. Mrs. Z
described her rape in more detail than ever before and revealed a belief that she
feels guilt in that she believes she somehow contributed to it. She recalled another
instance at age 18 where she was nearly raped. She also holds guilt for this
situation in that she smoked marijuana prior to its occurrence and thus believes
she contributed. Mrs. Z shared that her dad asked for a meeting with her for four
to five hours where he requested that she provide therapy for him. This was seen
by the client as a continuation of his blurring boundaries in his relationship with
her as a child.
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Mrs. Z’s first year of therapy with Dr. C ended with her being hospitalized as a
result of flashbacks that occurred during a pelvic exam. While hospitalized, Mrs.
Z continued to see Dr. C and disclosed that she felt disgusted with herself for
smoking cigarettes, listening to “bad” music, and becoming sexually aggressive
with her husband. Mrs. Z recognized her sexual aggression as being passiveaggressive and also identified her self-injury as the ultimate passive-aggressive
behavior that she engages in to indirectly express anger at her husband. Finally,
Mrs. Z expressed concern over recent fighting with her daughter. However, she
was able to recognize that recently her daughter came to her for emotional support
and that her willingness to provide it separates her from her own mom who would
have rejected her attempts for closeness.
Year two; abandonment fears. During the first quarter of year two, Mrs. Z began
electroconvulsive shock therapy (ECT) and initially demonstrated some memory
loss. She expressed a new ability to return to church without feeling guilty for not
having been. She also made a realization that God loves her for who she is and
not for what she does. Subsequently, she was able to transfer this realization to
her husband’s love for her. Mrs. Z expressed frustration that she was not getting
any better and Dr. C confronted her with his observation that she was not making
any changes in behavior outside of therapy.
Mrs. Z also expressed guilt about her relationship with her daughter. She
speculated that her daughter is probably afraid to get close to her because she does
not know if she will be around based on Mrs. Z’s suicide attempts and gestures.
She planned to set up a meeting with her daughter and apologize to her. Mrs. Z
also developed insight that although her mom abandoned her by being
emotionally unavailable, her psychiatrist, psychologist (Dr. C), and husband have
not done that and therefore she needs to stop experiencing others as though they
are her mother.
Abandonment themes continued in the second quarter of year two of treatment.
She was hospitalized for a period of a few days and expressed feeling abandoned
because she was told upon discharge that she could continue for partial
hospitalization at that hospital or another of her choice. She took this to mean that
she was not the “favored child” and that her psychiatrist was trying to get rid of
her. Dr. C took a vacation during this quarter of treatment and Mrs. Z expressed
feeling abandoned by his absence. When he returned, she stated, “thank goodness
you are back, I almost didn’t make it.” When confronted about objective reports,
she was able to report that she did quite well. When Dr. C reinforced her coping
skills, she worried he would terminate treatment with her and again felt rejected.
Y; home during this quarter of treatment, Mrs. Z said that her son accused her of
not getting any better, which made her feel like a failure as a parent. She said that
her husband made the comment, “I don’t know how much more of this I can
take,” which led to her fearing his abandonment and made her feel suicidal. By
the end of the second quarter of year-two of treatment, Mrs. Z acknowledged that
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she was beginning to trust her husband’s love, but still kept him at arms length.
Insight was provided that she cannot accept his unconditional love because she
does not love herself unconditionally.
During the third quarter of year-two, Mrs. Z revealed to Dr. C that she had fallen
in love with a mental health technician (MHT) at the hospital. She questioned
whether or not she loves her husband anymore. She also expressed self-loathing
and body image dissatisfaction. At the end of one session about seven months into
her second year of treatment, Mrs. Z said that she planned to swerve into
oncoming traffic on her way home and was thus hospitalized.
Mrs. Z’s feelings of abandonment during this quarter of treatment related to Dr. C
and God. She expressed concern that Dr. C does not want to see her anymore
because he had to cancel an appointment due to a training seminar. She also
revealed a fear that Dr. C would abandon her if she got better and did not need
treatment anymore. Mrs. Z explained that she felt guilt for some feelings she had
regarding Dr. C. After being reassured that he would not stop seeing her, and
reminded that feelings are automatic and thus can be neither good nor bad, she
read a letter she had written about her adoration for him. Dr. C concluded that she
had maintained appropriate boundaries in her letter. Mrs. Z’s fear of God
abandoning her involved an upcoming church camping trip. She stated that she
felt fearful of finding God again as he may abandon her.
During this period of treatment, Mrs. Z’s most intense family interactions and/or
feelings involved her father and her husband. She expressed feeling angry, and
then guilt for feeling angry, at her father for borrowing money from her to start
his own business after losing his job due to embezzlement. She then expressed
further anger at him when he later decided not to start the business, but did not
return the money. Mrs. Z stated that her husband told her that he lost out on
receiving a contract for a job the previous week because the other guy did not
have a family he has to take care of like he does. That comment, along with
several other negative interactions with her husband over the past week, led her to
superficially cut her wrists. She then called Dr. C and discussed her abandonment
fears.
At the beginning of the final quarter of year-two of treatment, Mrs. Z was
admitted to the psychiatric hospital after being resuscitated from an overdose on a
sleeping pill. She stated that she did not remember taking the overdose or cutting
herself although there were cuts on her arm. She has had dissociative spells in the
past and indicated that not remembering “really scares me.” She did recall that she
had talked about past sexual trauma in her therapy session earlier in the day
before she overdosed. While hospitalized, Mrs. Z met two patients who stated that
their husbands had left them. When she told her husband about these women, he
said “don’t push me or that might happen tc you.” Again, she felt rejected by him
and feared abandonment.
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Mrs. Z disclosed having strong feelings for Dr. C again. She indicated that she
wanted to give him a hug and believed that she could get away with it since it was
near Christmas and “everyone gives hugs during the holidays.” The boundaries of
the relationship were reiterated and Mrs. Z was thanked for restraining her
impulses. She also admitted to considering doing things that she would normally
never do such as use drugs or have an affair. She hypothesized that her atypical
desires may be due to feeling unloved and devaluing her husband’s love since it is
always available. She compared this to Dr. C’s affection, which she wants
because she has to constantly work for it. During the last month of year-two of
treatment, Mrs. Z expressed concern about her sex life with her husband. She
indicated that she has a newfound passion for him and has been initiating sex
more frequently. However, she expressed concern that she may be trying to
maintain control over her husband by using sex.
Year three; defining relationships. Mrs. Z disclosed in her first session of year
three that she had made superficial cuts on her wrists during the previous week
when her husband did not return home after work. She said that he was supposed
to return at 5 p.m. for a date with her, but instead came home drunk at 9 p.m. She
expressed feeling proud of herself for not harming herself worse, but was
apprehensive to indicate that she was getting better for fear that Dr. C would
terminate therapy with her. In the next session, Mrs. Z described feeling better
than she had ever felt in her life. She said that her sex life was better than ever
and then interestingly brought up her desire for a deeper relationship with Dr. C.
However, she dealt much belie: than in the past with Dr. C’s explanation that this
could not happen
Mi Z revealed that her brothers were filing bankruptcy because her father had
forged their signature on some loan documents. She shared that she did not
disclose this previously because admitting it aloud would mess up her view of her
father. She gained insight into her need to accept the totality of her father and still
love him anyway. She talked positively and happily about her husband and things
he had done lately to make life easier on her. Mrs. Z also increased her confidence
as a parent when one of her daughters came to her about a relationship break-up.
She and her daughter embraced, which reinforced for Mrs. Z that her daughter
still wants her to be there for her, and that she is capable of doing so. During the
end of the first quarter of year-three, Mrs. Z brought up a concern about other
clients who get to see Dr. C more frequently than she does. She expressed a fear
of losing her special place in his life.
The theme of worry about other clients that Dr. C works with continued into the
second quarter of year three. Mrs. Z said she felt hurt when Dr. C acknowledged
that he has feelings for other clients. She stated that she realizes she has built up a
fantasy relationship in her mind where “somehow, someday, we will be together.”
She said that his feelings for other clients makes her angry because it makes the
likelihood of them being together one day seem less plausible.
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On about month five of year three, Mrs. Z learned that her father was having an
affair. This was very difficult for her to handle because it made him seem
hypocritical based on her strict religious upbringing. The knowledge of her dad’s
affair caused her to worry that she too could be capable of having an affair.
Ultimately, she determined that her father’s affair was her fault so that she could
maintain the “perfect” image she had of him. She concluded that she should have
loaned him the money he asked for to begin a new hobby so that he would have
felt fulfilled and not needed to cheat.
On month six, Mrs. Z had considerable difficulty with an upcoming, extended
vacation of Dr. C. In their last session before the vacation, she got angry with Dr.
C for looking at the clock and asked, “how long before you kick me out?” She
also expressed anger at herself for having “impure” thoughts about another man.
She asked why it was not okay to touch certain people, and when confronted, she
admitted she was referring to Dr. C. He asked if she found him hypocritical for
saying that he cares about her, but is not willing to touch her. She said no and was
able to see that her fears about their relationship were being elicited by his
upcoming vacation.
About one month into the third quarter, Dr. C referred Mrs. Z for a psychiatric
evaluation from a neutral, and thus more objective, psychologist because she was
feeling hopeless and began to self-injure again, which she had not done in
months. Mrs. Z stated that this was due to feeling upset about recently being
turned down again for stomach surgery for weight loss. She had gained quite a bit
of weight recently; likely due to her psychotropic medications. She was told by
the surgeon that she must adhere to a doctor-controlled diet for one year before
being eligible for the surgery. Mrs. Z claimed that she found out that the
psychologist who did the psychological evaluation made findings that precluded
her from recommending stomach surgery. Mrs. Z speculated that the psychologist
found her to be “crazy.” This led her to feel extremely suicidal and she cut
herself, leading to an inpatient admission.
Toward the last month of the third quarter, Mrs. Z began to wonder about getting
a divorce from her husband, as she felt that their relationship was back where it
was three years ago (i.e., he does not pay attention to her, is critical, and she feels
that she does not love him). Her husband reportedly stated, “the problem with you
and me is that we hate each other.” She said that she did not feel sad about this,
but rather relief because what she ultimately wants is for her husband to leave her.
When probed about this, she indicated that what she really wants is to leave her
husband and be with Dr. C. She then reframed this to say that she wants to be
with someone who understands her like Dr. C. She then mentioned a man she met
at work that she would not mind dating, but followed by saying that she would
never leave her husband.
At the initiation of the fourth quarter of year three of treatment, Mrs. Z brought
cookies to the session for Dr. C for “putting up with me” over the past month, as
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she felt she had been difficult. She then revealed a reason that she still harbors
resentment toward her husband. She said that it was for breaking up with her
during her freshman year of college, which is what led her to date the man who
raped her. She then recalled that her father had a role in this because he yelled at
her now-husband for keeping her out late on a date. Mrs. Z began to more
seriously consider a relationship with the man from work and initiated a “just
friends” coffee date.
Year four; increasing independence. The first quarter of year four centered on
Mrs. Z deciding to make changes in her life and focus on her own happiness. This
decision was countered with ambivalence such that she vacillated between her
new self-focused outlook and feelings of guilt. Mrs. Z began getting closer and
closer to her new male friend from work. She was clear that nothing sexual had
happened, but was increasingly spending more time with him and lying to family
regarding her whereabouts. She admitted to physical contact such as hugging and
often negatively compared her husband to him.
At the start of the second quarter or year four, Mrs. Z began participation in the
present study. Her husband began to become suspicious of the relationship with
the man from work and confronted her about whether she was planning on
leaving him. Mrs. Z did not deny this possibility, which led to an intense
argument; during which her children made an untimely arrival home. Mrs. Z
stated that her husband candidly revealed to them his perception of her “emotional
affair,” and she indicated that the children took his side. She felt guilty as a
parent, and ostracized from her family, and resultantly cut on her arm. She
revealed that at this point, the emotional closeness between her and the man with
whom she is having an emotional affair had become quite strong. She also
admitted that the physical closeness had increased to a point that is
“questionable,” but did not feel she had crossed the line.
The third quarter of this year was characterized by thoughts of leaving her
husband, fears of abandonment, and insecurities about her emotional affair figure
whom she had started to refer to as her boyfriend. At one point, she reported that
her boyfriend had not called her in two days and thus she felt that she would have
to work things out with her husband. Insight was provided regarding her strong
need to be taken care of in relationships, as it leads her to see in black and white
terms regarding the need to be with either her boyfriend or her husband.
Mrs. Z decided to leave the family home temporarily while she and her husband
attended marital therapy because she felt that they did not give it enough effort
last time. She was adamant that she was not leaving for her boyfriend, but rather
to work things out with her husband. She explained that her children have
expressed considerable anger at her for this decision, which led her to feel guilt
and worry that she will ruin their lives by leaving. It is noteworthy that the week
she decided to leave corresponds with the week she reported the most instances of
self-injury (i.e., four) in the current study. In the session following her four
instances of self-injury, Mrs. Z received her transitional object from Dr. C and

83

began the treatment phase of the study. Her transitional object was a key chain
with a key to a locker at a gym where Dr. C formerly belonged. He shared with
Mrs. Z that he carried this key chain with him for five years and thus it is very
much a part of him. He suggested that she hold it in order to feel connected to him
when she has a desire to self injure while they are apart.
The fourth quarter of year four went quite well for Mrs. Z. She reported a
discussion with her boyfriend regarding her desire to work things out with her
husband and felt that he was supportive of this. She indicated during this time that
she believes that marital therapy is helping and that she and her husband are
learning more about each other’s needs. She did not move back home during this
time, or by the completion of the study, and as a result things had not improved in
her relationship with her children. She revealed that they were quite angry with
her and that this was her major source of guilt and depression over these months.
She also reported some pressure from her husband to move back home and his
lack of understanding for her need to live separately in order to work on their
marriage. Themes of a fear of abandonment from her husband and sexual
transference for Dr. C continued throughout treatment, but subsided substantially
during the fourth year of treatment.
Measures
Symptoms Checklist 90-R (SCL-90-R)
The SCL-90-R (Derogatis, 1994) is a self-report inventory that assesses a broad
range of psychological problems and symptoms in order to measure levels of
psychopathology or to measure change in symptomology. The test is written at a sixthgrade reading level and is normed for ages 13 and older. In total there are 90 items,
making up nine primary symptom scales and three global indexes, taking approximately
12-15 minutes to complete. The nine primary symptom scales are: Somatization (SOM);
Obsessive-Compulsive (O-C); Interpersonal Sensitivity (I-S); Depression (DEP); Anxiety
(ANX); Hostility (HOS); Phobic Anxiety (PHOB); Paranoid Ideation (PAR); and
Psychoticism (PSY). The three global indexes are: Global Severity Index (GSI); Positive
Symptom Distress Index (PSDI); and Positive Symptom Total (PST).
Raw scores for each of the nine symptom dimensions and three global indices are
converted to standardized (normalized) l scores using appropriate norm groups (i.e.,

male, female, inpatient, outpatient, adolescent, etc.). Although both Ms. A and Mrs. Z
were inpatient at times during this study, outpatient norms were used when reporting t
scores in Chapter III of this paper. T-score means for this test are 50, with a standard
deviation of 10. The range of t scores reported for raw score transformations extends five
standard deviations in either direction, making a possible range from zero to 100 (high
scores indicative of greater symptomology). For example, a t score of 60 (one standard
deviation above the mean) would place an individual at the 84lh percentile for that trait
and a t score of a 70 (two standard deviations above the mean) would place an individual
in the 98th percentile for that trait.
The SCL-90-R has been normed on adult nonpatient, adult psychiatric outpatient,
adult psychiatric inpatient, and adolescent nonpatient populations. It is an extremely wellresearched inventory, with over 940 studies supporting its reliability and validity
(Pearson Assessments, 2004). Internal consistency figures reported in the SCL-90-R
manual for the nine symptoms dimensions range from a coefficient alpha low of .77
(psychoticism) to a high of .90 (depression). With a time lapse of one week, test
developers found test-retest reliability coefficients on the nine dimensions ranged from
.80 to .90 (Derogatis, 1994). The SCL-90-R has demonstrated highly acceptable levels of
convergent (particularly with related MMPI constructs) validity. Derogatis, Rickels, and
Rock (1976) assessed convergent validity between the SCL-90-R and the MMPI clinical
scales using 209 symptomatic volunteers. Correlation coefficients between the MMPI
clinical scales and the nine SCL-90-R symptom dimensions ranged from a low of .42
(SCL-90-R paranoid ideation compared with MMPI paranoia) to a high of .64 (between
SCL-90-R psychoticism and MMPI schizophrenia). Factor analysis revealed a match
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between the theoretical make up of the nine factors and their empirical factor loadings
(Varimax loadings range from .31 to .77) (Derogatis, 1994).
Adult Separation Anxiety Questionnaire (ASA-27)
The ASA-27 (Manicavasagar, Silove, Wagner, & Drobny, 2003; Appendix A) is a
self-report inventory designed to measure separation anxiety in adulthood. Typically
separation anxiety is thought of as exclusively a childhood disorder, but several authors
have recently sought to measure this construct in adulthood. The 27-items are statements
about possible experiences of anxiety in relationships with persons identified as close to
them. These statements are rated on a 4-point scale ranging from 0 “this has never
happened” to 3 “this happens very often.” Example items include: “carries around
something in purse or wallet for security or comfort” (Manicavasagar et al., 2003; p.
149), “worries about the intensity of the relationship with close attachments” (p. 149),
and “worries a lot about close attachments leaving” (p. 149).
The total normative sample included 352 (111 males, 241 females) individuals
who were either: 1) adult patients at an anxiety disorders clinic; 2) adults who responded
to a newspaper advertisement for persons who experienced school anxiety; 3) community
adults who acknowledged anxiety when separated from close attachments; or 4) parents
of children attending a juvenile anxiety treatment program. Cronbach’s alpha for the 27
items was .95, suggesting high internal consistency. No between item correlations
exceeded .80, meaning they were not redundant, thus all 27 items were retained.
A principal components analysis with the full normative sample generated a five
factor solution, with the first factor (alone) accounting for 45% of the variance. All items
loaded positively on this first factor, with most items loading in the .6 to .75 range (all
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items loading with a minimum of a .38). Although a five factor solution was reported, the
ASA-27 is simply scored as a total score ranging from zero to 81, with higher scores
indicating greater adult separation anxiety (Manicavasagar et al., 2003).
Only the adult patients from the anxiety clinic completed the ASA-27 on two
occasions (mean test-retest interval = 3.1 weeks) and revealed test-retest reliability of .86
(P < .001). A cut-off score of 16 resulted in 97% sensitivity and 66% specificity for
correct classification (Manicavasagar et al., 2003). Thus for the present study, scores
upwards of 16 will suggest a greater likelihood of adult separation anxiety.
Pini, Abelli, and Mauri et al. (2005) administered the ASA-27 to a group of 97
adults with Axis I mood disorders to explore the frequency and severity of separation
anxiety in adults with bipolar disorder when compared to those adults with panic disorder
or major depression. The ASA-27 was administered along with several other measures of
adult separation anxiety (Structured Clinical Interview for Separation Anxiety
Symptoms-Childhood section (SCI-SAS-C) and adult section (SCI-SAS-A), and
Separation Anxiety Symptoms Inventory (SASI)). Results revealed that those diagnosed
with bipolar and panic disorders scored significantly higher on both the SCI-SAS-A and
the ASA-27 than those who had only bipolar or panic disorders alone. Using a cut-off
score of 22 on the ASA-27, 58.1 % of those in the bipolar group passed the threshold
whereas 86.4% of those in the bipolar and panic disorder group passed the threshold.
Although not the authors’ intention in doing this study, the fact that the diagnostic groups
in this study (i.e., bipolar disorder, panic disorder, bipolar and panic disorder) scored
similarly on the SCI-SAS-A and ASA-27 (i.e., high on one, high on the other; low on
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one, low on the other), provides convergent validity for the ASA-27 and adds support for
its ability to measure adult separation anxiety.
Reciprocal Attachment Questionnaire (RAQ)
The RAQ (West & Keller, 2000; Appendix B) is a 75-item self-report inventory
for those who have an attachment figure and a 59-item self-report inventory for those
who indicate that they do not have an attachment figure. The developing authors provide
a detailed description of their defini tion of an attachment figure on the instruction page of
the inventory. Several of the key descriptors in their definition are... “special
person...most likely the person with whom you are romantically involved...most likely
to turn to for comfort, help.. .depend on.. .feel the closest to right now” (RAQ, p. 1).
Respondents are instructed to complete the first part (75 items) if they have someone in
their lives they would consider an attachment figure or to skip to page six and complete
the 59-item questionnaire if they do not have someone in their lives that meets the
provided definition of an attachment figure.
Items are rated on a five-point scale ranging from 1 “strongly disagree” to 5
“strongly agree.” Two example items from the attachment figure 75-item inventory are:
“I put my attachment figure’s needs before my own” and “I feel it is best not to depend
on my attachment figure” (reversed scored). Two example items from the non-attachment
figure 59-item inventory are “it upsets me that I have no close friends” and “I always do
something to block further involvement with someone.” Higher scores indicate a greater
presence of the construct being measured.
The item development of the RAQ was based on the underlying theory of John
Bowlby’s work as it relates to adult attachment styles. Consistent with Bowlby’s theory,
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attachment as it is measured in this assessment is defined as, “dyadic relationships in
which proximity to a special person to provide a sense of security is sought and
maintained” (West & Sheldon-Keller, 1992, p. 600). The RAQ has undergone several
revisions and scale names, with its earliest version (West, Sheldon, & Reiffer, 1987)
being a 35-item inventory completed by both those with an attachment figures and those
without. In the 1987 version (which is not named in the original development article),
five criteria were measured as they related to the functional goal (i.e., providing security)
of attachment. The five areas were secure base, proximity seeking, separation protest,
feared loss, and reciprocity. Furthermore, three provisions of attachment relationships
(availability, responsiveness, and use of attachment figure) were also measured.
In 1992, West and Sheldon-Keller named the inventory the Adult Attachment
Dimensions Questionnaire (AADQ). In this version, the “criteria” are referred to as scales
and three “provisions” from the 1987 version are added as scales—yielding a total of
eight scales. In 1994, the scale was renamed the Reciprocal Attachment Questionnaire
(RAQ) and the inventory was adapted to also yield four patterns of attachment
(compulsive self-reliance, compulsive care-giving, compulsive care-seeking, and
generalized anger) (West, Rose, & Sheldon-Keller). In 2000 (the version used in the
present study), West and Keller made additional adaptations to the RAQ, including
combing the responsiveness and availability scales (now called dimensions)—yielding a
total of seven dimensions for those with attachment figures in the most recent version.
They also changed the name of the pattern referred to as “generalized anger” in the 1992
version to “angry withdrawal.” The most significant alteration in the 2000 version is the
incorporation of a separate set of items for those respondents who indicate that they have
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an attachment figure versus those who do not. Five dimensions are provided through use
of the new non-attachment figure scale (maintains distance in relationships, desire for
close relationships, fear of hurt or rejection, high priority on self-sufficiency, and
attachment decreases security).
Providing reliability and validity information for the RAQ is difficult due to its
many adaptations. Although the RAQ (or one of its prior versions) has been used in quite
a few studies, it is often unclear what version was used. Unfortunately, there are no
publications that provide reliability or validity information for the 2000 version of the
RAQ that was used in the present study. Email correspondence with one of the
developing authors was unsuccessful in yielding any test development or reliability or
validity information. Therefore, test development, reliability, and validity information is
provided for the 1992 and 1994 versions, as they most closely mirror the 2000 version.
Considering the heavy item and subscale (dimensions/pattems) overlap, much of this
information will also be relevant to the 2000 version. Even so, the 2000 version is the
only version that provides separate test items for those with attachment figures versus
those without and thus the lack of test development, reliability, and validity information
for this variant from the earlier versions of the RAQ is a significant limitation in the use
of this instrument in the present study.
The preliminary study of the AADQ included 99-items, each item affiliated with
only one of the eight scales listed above. These items were tested on two sets of subjects,
including both psychiatric patients (N = 63) and nonpatients (N = 89). Psychometric
properties were then improved upon based on the preliminary results, leading to a 78item survey administered to a community population at initial (N = 136) and retest (N =
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35) phases. Results showed general congruency without redundancy, except that the
availability and responsiveness scales were combined due to high (> .73) inter-scale
correlation coefficients. Alpha coefficients of internal reliability for each study group
range from .72 to .92. There was also substantial temporal stability (r = .61 to .90 on the
eight subscales) based on test-retest comparisons (time between tests not indicated) (West
& Sheldon-Keller, 1992). Important to its use in the present study, the authors suggested
that the final version of the AADQ should be useful in measuring attachment
characteristics of clients, as well as providing a way of evaluating treatment outcome.
In 1994, West et al. tested an additional 98 items in order to add four subscales
measuring four patterns of relating (compulsive care seeking, compulsive caregiving,
compulsive self-reliance, and generalized anger) to the RAQ. The items to assess the
patterns of relating were derived based on the clinical judgment of clinicians and
researchers for the item’s theoretical relevance to the aforementioned patterns of relating.
A total of 98 items were administered to 75 university students. Items were eliminated
that did not contribute significantly to the internal coherency measured by coefficient
alpha. After item elimination, 10 items remained on each of the four subscales and these
items were administered to 136 community volunteers and 110 psychiatric volunteers.
After extensive empirical testing to assess construct differentiation and item-total scale
correlations, items were reduced to 7 items per subscale. The final item sample (28 items)
yielded coefficient alpha ranging from .65 to .81 and test-retest reliability at four months
ranging from .54 to .79 for the four scales. Inter-scale correlations ranged from .06 to .56.
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Self-Injury Survey (SIS)
The SIS (Simpson, Zlotnick, Begin, Costello, & Pearlstein, 1994; Appendix C) is
a four-section, 31-item seif-report inventory. This same instrument is later referred to by
the developing authors, and several other authors who have used the inventory in their
studies, as the Self-Injury Inventory (SII), but will be referred to as the SIS throughout
this section for clarity purposes. Section one measures high risk behaviors over the course
of a lifetime that are not included in the definition of self-harm in the present study as
they do not necessarily lead to tissue damage. Thus this section was not administered.
Example questions include “driven recklessly or dangerously fast” and “consumed large
amounts of alcohol or drugs.” Section two measures quantity and severity of previous
suicide attempts. Although self-harm excludes those behaviors done with the intent to
die, this section (three questions) was administered in order to decipher self-harm from
intent to die. The items ask if one has ever attempted suicide, the number of times, and
the method and age at time of attempt.
Section three of the SIS is of primary interest in the present study, as it assesses
various types of harm that one may have inflicted deliberately upon him or herself. There
are 13-items, including statements such as “burned yourself,” “chewed the inside of your
mouth to the point of bleeding,” and “carved words on your body.” There is also a section
for “other” where participants can fill in other types of intentional self-harm that are not
listed elsewhere on the survey. Columns one and five were only administered on the first
baseline measurement because they require one to mark if they have ever engaged in the
listed behavior and the age at first incidence, which would not change during subsequent
measures. Columns two, three, four, and six were administered on each data collection
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occasion because the responses are subject to change with time. These categories listed
on these columns inquire as to the number of times one has engaged in the behavior in a
lifetime, whether or not the last episode painful, how many times during the past three
months (changed to past week for purposes of the present study) has the respective
behavior occurred, and the time of the last incident.
Finally, section four was administered to determine possible motivations for the
most recent self-injurious behavior. Although motivations are not included in the
hypotheses of the current study, this section was administered for exploratory purposes.
Also, it may be interesting to observe if, and how, motivations change as transitional
objects are introduced into treatment. The fourth section consists of four sub-sections,
including the section to check one of 17 possible motivations for self-harm. The
remaining three sub-sections ask where the person went for help (if anywhere), degree of
physical harm incurred, and if one was drinking prior to the self-harm episode.
Prior to administration, the pages were relabeled as section I (for section II), II
(for section III), and III (for section IV) for ease of following for the participants since
section one was not administered. There is no development, and extremely limited
reliability and validity, information available for this inventory likely due to the fact that
it is simply a form for gathering the self-report of factual data (number, intensity,
motivations, and outcome) regarding self-injury. The scale does not intend to predict
anything nor does it provide any subscale or full scales scores for an intended measured
construct. However, the SIS has been used in several studies and information about some
of its uses is provided in the paragraphs below.
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Zlotnick, Shea, Pearlstein, Simpson, Costello, and Begin (1996) studied the
relationship between dissociation, alexithymia, impulsivity, sexual abuse, and selfmutilation among female inpatients. The SIS was used in this study to assess frequency,
duration, and type of self-mutilation engaged in over the life of the participants. Results
revealed that a history of childhood sexual abuse was significantly correlated with
dissociation and number of self-injurious behaviors. Unfortunately, no test reliability or
validity data was provided. However, the fact that results were consistent with the
predicted relationship between self-injury, childhood abuse and dissociation, as has been
found in numerous studies (Gratz et al., 2002; Simpson & Porter, 1981; van der Kolk et
al., 1y91), provides some evidence of construct validity for the SIS.
Zlotnick, Mattia, and Zimmerman (1999) used the SIS as part of a study seeking
to determine whether certain Axis I disorders associated with impulsive aggression were
related to the presence of self-injurious behaviors. Two-hundred-sixty-five outpatients
were administered a variety of inventories to measure dissociation, childhood abuse, selfinjury, and to clarify Axis I and Axis II diagnostic pictures. Participants were classified as
non-mutilators, mutilators, or frequent mutilators (three or more instances of SIB during
the past three months) based on their responses on the SIS. Coefficient alpha was used to
assess reliability of the SIS and was found to be acceptable at .86. Results of the logistic
regression suggested that self-mutilation was significantly related to post-traumatic stress
disorder, intermittent explosive disorder, and all substance abuse disorders. Also, those
who self-mutilated scored significantly higher on the measure of dissociation. The only
difference between the mutilators and frequent mutilators was higher levels of
posttraumatic stress disorder. Again, the findings of this study consistent with its
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hypotheses, particularly those indicating a relationship between dissociation, childhood
abuse, and self-injury, offer further construct validity for the SIS.

Another study suggests the reliability of the SIS for use within the adolescent
population. Zlotnick, Donaldson, Spirito, and Pearlstein (1997) examined the relationship
between affect dysregulation and self-injurious behaviors in adolescents who had made
suicide attempts. For the impulsive behaviors in section I (not administered in the present
study) of the SIS, authors reported a cronbach’s alpha of .68 suggesting adequate internal
reliability. For the self-mutilation section III used in the present study, authors reported a
Cronbach’s alpha of .76. Suicide attempters in this study reported significantly greater
numbers and variety of self-mutilating behaviors when compared to those adolescents
who only had suicidal ideation (p < .05).
A weakness in using each of the above-cited studies utilizing the SIS to support
its reliability and/or validity is that they are all written by at least one of the inventory’s
developing authors. The reliability and validity information on this test is quite limited,
and that data which does exist is tested by those with a vested interest in the usefulness of
the test. However, considering the simple nature of the instrument, which is actually more
of a form for recording instances of self-injury than it is an assessment, the available
information is likely sufficient to support its use.
Dissociative Experiences Scale-II (DES-II)
The DES-II (Carlson & Putnam, 1993; Appendix D) was revised based on
Bernstein and Putnam’s original version (DES) in 1986. It is a brief (28-item), self-report
measure designed to assess trait dissociation, as opposed to state, in a quantifiable
manner. The scale consists of three subscales in a clinical population, which are:
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amnestic, depersonalization and derealization, and absorption and imaginative (Snow,
Beckman, & Brack, 1996). Respondents are instructed to respond consistent with their
experiences when they are not under the influence of drugs or alcohol. The DES-II was
designed for ease of scoring by replacing the visual analog scale with a range from zero
(never) to 100 (always), in increments of ten, for quantifying the percentage of time that
each item is experienced in daily life. Due to the only minor change in response format,
the DES-II should have similar reliability and validity to the DES, as was found in
preliminary analysis with Multiple Personality Disorder [sic] patients, adolescents, and
general adult populations. The original DES has only been normed on adults age 18 and
above in clinical populations, as this is the intended population for use (Carlson &
Putnam, 1993).
Each item ends with the phrase, “circle a number to show what percentage of the
time this happens to you.” An example item is, “some people have the experience of
driving or riding in a car or bus or subway and suddenly realizing that they don’t
remember what has happened during all or part of the trip” (Bernstein-Carlson & Putnam,
1993, p. 26). Another item reads, “some people have the experience of finding new things
among their belongings that they do not remember buying” (p. 26) and a third example is
“some people have the experience of looking in a mirror and not recognizing themselves”
(p. 26). The total score equals the average of each of the 28 responses. Scores above 30
are indicative of a dissociative disorder, while scores above 45 suggest the likelihood of
Dissociative Identity Disorder (DID). Finally, scores above 75 should be interpreted
carefully, as they may indicate factitious over-reporting (Chefetz, 2000).
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Subsequent to the development of the DES-II, several authors have studied its
reliability and validity, as well as applied it to specific populations. Bernstein and Putnam
(1986) stated that the DES has a test-retest reliability of .84, split-half reliabilities ranging
from .71 to .96, good internal consistency, and good construct validity. Ellason, Ross,
Mayran, and Sainton (1994) administered both the DES-I and DES-II to 87 participants
with dissociative identity disorder and 26 participants with chemical dependency, and 65
college students. There were no significant differences between the mean score for the
DES-I and DES-II in any of the three groups. Convergent validity with the DES-I using
all 178 participants was r = .96 (p < .0001). Zingrone and Alvarado (2002) explored the
psychometric properties of the DES-II with 308 college students who were told that the
instrument measured normal phenomena such as memory, imagination, and dreams.
Cronbach’s alpha was .92 and split-half correlation of even and odd numbered items was
.82 {p < .001).
Procedures
An approximately equal number of male and female psychologists (two and three
respectively) were contacted by phone to determine availability of eligible clients for
participation in the present study. Contacted psychologists w'ho worked in a practice with
other doctoral level practitioners (three of the five) were also invited to share the study
information with their colleagues to elicit participation. None of the colleagues responded
and both of the participants in this study were clients of two of the original, directly
contacted psychologists. The specific psychologists contacted were known to this
researcher to utilize psychodynamic techniques either exclusively, or as part of an
eclectic approach, to psychotherapy. They were also thought by the present researcher to
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work with more symptomatic clients and thus may treat self-injuring clients who would
be appropriate for the present study.

These local psychologists were contacted several months prior to the initiation of
the study to determine their willingness to participate. Several questions were also asked
to ascertain their match to the study as far as the regularity with which they see clients
who self-injure, the consistency of transitional object use with their theoretical
orientation, and the typical treatment modality used when working with self-injury
clients. Five psychologists indicated a willingness to participate, with only three
psychologists describing a typical client population and theoretical orientation that fit the
guidelines for the present study. Each psychologist was asked to keep this study in mind
when meeting with possibly appropriate clients over the next few months, as they would
be contacted again by the principal investigator. The purpose of the contact was to
inquire as to whether or not they were currently seeing any clients who met the study
criteria, have not yet received a transitional object, but would likely be receiving one
within the next three months.
When these psychologists were next contacted several months later, only two of
them had eligible and willing clients to participate. The third psychologist was contacted
several more times over the next three months, but was not able to offer a third
participant. Due to an increasingly busy private practice, she was no longer taking on new
clients and all of her current self-injuring clients had already been given transitional
objects. Eventually, I chose to complete the study with only two (one less than originally
intended) participants. It is important to note that neither of the participating
psychologists identified as psychodynamic therapists, nor did they regularly utilize
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transitional objects in their practices. However, they did not consider the use of
transitional objects as antithetical to their work or theoretical views, were open to their
use, and identified eclectic approaches to therapy including at least some use of
inteipersonal and psychodynamic theories.
The psychologists were given unofficial (not stamped by the institutional review
board) consent forms to share with their clients for informative purposes to ascertain their
continued interest in the study. After providing “unofficial” consent, the clients were
contacted via phone by this researcher to answer any questions they had and set up a
meeting date if they remained interested. Both participants (i.e., clients) agreed to meet,
and at this time, they were given the official consent form (Appendix E) to sign. Clients
were also given an authorization form (Appendix F) to consent to my obtaining
background information about themselves from either their records, their therapist, or by
self-report. After signing the consent and authorization forms, both participants
completed the initial battery of assessments during this first meeting. Participants were
paid $50 for their participation in the study at the end of the 32-weeks.
Data was collected using an experimental, single-subject, AB time series design.
There were two phases to the present study—a baseline phase and a treatment or
intervention phase. The baseline phase lasted eight weeks for Ms. A and ten weeks for
Mrs. Z due to a scheduling difficulty with completing the battery of assessments required
prior to entering the treatment phase. The baseline phase consisted of weekly
measurement completion of the Self-Injury Survey (SIS). Also, once at the beginning,
and once at the end of the baseline phase, participants completed the Dissociative
Experiences Scale-II (DES-II), the Reciprocal Attachment Questionnaire (RAQ), the
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Adult Separation Anxiety Scale (ASA-27), and the Symptoms Checklist-90 (SCL-90).
Although it was a baseline phase, the participants still received treatment by way of
therapy, but did not receive the transitional object until the treatment phase. The
treatment phase lasted 23 weeks for Ms. A and 22 weeks for Mrs. Z and included weekly
measures of self-injury and bi-monthly measures of general symptoms, dissociation,
attachment, and separation anxiety.
Initially, sections I, II, and III (originally II, III, and IV) of the SIS were
administered, asking participants to complete all columns in each section. Section I was
not administered again, as it was simply for gathering data about a history of suicide
attempts to ensure a discrepancy between participants’ self-injury and an actual intent to
die. After the initial baseline, only columns two, three, four, and six of the SIS in section
II were completed, as columns one and five ask about past and first incidents of selfinjury and thus would not change during the course of the study. Section III of the SIS,
assessing motivations for self-injury occurring over the past week was administered in its
entirety at each data collection period. All sections of the remaining surveys were
administered at each pre-set data collection period (see consent form for schedule of
administrations).
Data Analysis
The first hypothesis was that participants will show no significant, directional,
positive change in instances of self-injurious behaviors during the baseline phase as
determined by researcher judgment from visual inspection of graphically displayed data.
The second hypothesis was that participants will show a decrease in instances of selfinjurious behaviors attributable to the intervention as determined by visual inspection of
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the mean, level, trend, and latency of change of SIB displayed on a line graph. The third
hypothesis was that there will be a statistically significant decrease in the number of selfinjurious behaviors reported by participants during the treatment phase when compared to
the baseline phase.
The first two hypotheses were analyzed visually by graphing incidents of selfinjury on a line graph using number of instances of SIB on the Y-axis and measurement
phase along the X-axis. The outcome of the first hypothesis was determined by researcher
judgment of whether or not there appeared to be stability of SIB during the baseline
phase. The second hypothesis was analyzed utilizing the following characteristics of
visual inspection: mean, level, trend, and latency of change. The third hypothesis was
analyzed using an independent samples t test to compare the mean number of SIBs
indicated during the baseline and treatments phases. Jacobson and Truax’s (1991)
statistical method for determining clinically significant change was used to supplement
statistical findings. Although some statistical analyses were used to ascertain the results
of this study, in single-case research, statistical tests are the exception rather than the
norm (Kazdin, 1982). The rationale for supplementing the more common method of
analysis in single-case design studies (i.e., visual inspection) with statistical analyses is
explained below.
Rationale for Supplementing Visual Inspection o f Results
Data evaluation methods for single-case designs are a source of disagreement
among researchers. Visual inspection is the most common method used to analyze data in
single-case design research in order to make conclusions regarding the reliability and
consistency of the intervention effects (Kazdin, 1982). However, there are several
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difficulties and limitations with relying solely on visual inspection when making
conclusions about the effectiveness of various treatments. First, there is no clear-cut
decision rule for determining significance as with the standard P < .05 typically used in
the social sciences. In support of this concern is the fact that visual inspection has
demonstrated disagreement among judges in previous studies (Kazdin, 1998). It should
be noted that although the term “significant” is sometimes used in the literature when
discussing the results of visual analysis demonstrating intervention effects, this should
not be confused with the term statistical significance. Significant visual inspection
findings indicate that the inspection of graphically displayed data suggests that the
intervention produced reliable change or had an intervention effect (Kazdin, 1982).
Statistical significance refers to an observed effect too large to be attributed to chance,
usually a < .05 likelihood that results are due to chance (Moore, 1995).
A second area of expressed concern is that only marked change is likely to be
inteipreted as significant when using visual inspection, whereby weak, yet reliable
change may be overlooked or downplayed when not using statistical analyses (Kazdin,
1998). Overlooking weak, yet reliable effects is particularly concerning when studying
new areas of research such as in the present study. In newly researched aspects of
psychology, initial effects may be weak until the concept under study is better
understood. Prematurely disregarding effects as unreliable may preclude the tweaking of
a potentially valid method that would later increase its efficacy (Kazdin, 1982).
When intervention effects are potent (Kazdin, 1998), as was hypothesized in the
present situation, then visual inspection can often prove sufficient to gather meaning from
the data. However, there are times when statistical analyses can be helpful, and
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consequently the usefulness of statistical analysis to supplement visual inspection is
currently a matter of debate (Kazdin, 1998). When intervention effects are mild,
statistical analysis is recommended by Kazdin (1982) to supplement findings gleaned
from visual inspection due to its greater sensitivity. Because the results of this study,
mainly for Ms. A, did not provide clear, potent treatment effects, supplementing visual
inspection with statistical analysis is indicated.
Kazdin (1982) offered four reasons for supplementing visual inspection with
statistical analyses; three of which are applicable to the present study. The first situation
is when the behavior measured during the baseline phase is unstable because statistical
analyses take into account initial trend in data. Therefore, statistical results will determine
whether or not there was an intervention effect above and beyond what would have been
expected from the emerging trend during the baseline phase. In the present study, the
SIBs occurred at such a low frequency that no trend was noted in the baseline phase. The
reported instances of SIB were unstable, but this was in and up-and-down fashion as
opposed to a steady incline or decline.
The remaining reasons provided by Kazdin (1982) in support of supplementing
visual inspection with statistical evaluation methods are applicable to the present study.
The second instance that calls for statistical analysis is when studying new areas of
research due to the expected weak treatment effects until the methods under study are
better understood. The third reason is when there is limited control over the environment
such that there may be large variability in participant performance. In the present study,
there was no control over the therapy environment, treatment methods used, or choice
and implementation of transitional object into treatment. Finally, Kazdin (1982)
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supported the use of statistical evaluation when small changes may be important. This is
the case in the present study in that the behavior being studied is so damaging to
individuals both physically and emotionally that any reduction is meaningful.
Although Kazdin (1982) presented some cases where statistical analyses are
indicated in single-case designs, he also acknowledged the lack of clinical relevance of
most clinical research based on such data evaluation methods. He stated that this is
because averaging results across participants distorts the very individual that clinicians
are interested in. Kazdin (1982) suggested the use of clinical or applied significance to
mitigate the problems inherent in statistically analyzing data in the clinical setting.
Kazdin made the distinction that experimental criterion offers information “about
whether behavior change has occurred and whether the change can be attributed to the
intervention” whereas “the therapeutic criterion refers to whether the effects of the
intervention are important...” (1982, p. 259-260). He detailed two methods of
determining clinical significance: social and subjective evaluation. With social
evaluation, the pre and post-intervention measure of the targeted behavior of the client is
compared with “normal” peers. The assumption is that a client needing intervention
should initially deviate from the norm, and if treatment is effective, should move within
normal limits post-treatment. With subjective evaluation, persons in the client’s everyday
life judge whether or not there is a noticeable, meaningful change.
In 1991, Jacobson and Truax developed a statistical approach for determining
clinical significance, which essentially provides a statistical method for determining the
presence of what Kazdin (1982) termed social evaluation. Jacobson and Truax (1991)
also developed the reliable change index (RCI) in order to provide a consistent method of
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classifying clients as “changed” according to the standard of clinical significance.
Specifically, the statistical method (calculation a, b, or c described below) assesses post
treatment change to a clinically significant degree (i.e., was there change?) and the RCI
assesses whether the change is beyond that which would be expected by an imprecise
measuring instrument (how much change?). Jacobson and Truax accepted the same
assumption indicated by Kazdin (1982) that those entering treatment fall within the
dysfunctional range on the measure of interest and clinically significant change involves
no longer falling within the dysfunctional range post-treatment.
Jacobson and Truax (1991) operationalized clinically significant change via the
following three measures: a) the level of functioning post-intervention should fall outside
the dysfunctional range, which extends two standard deviations beyond the mean for that
population, b) the level of functioning post-intervention should fall within the range of
normal functioning, which extends two standard deviations beyond the mean for that
population, and c) post-intervention, the client functions closer to the mean of the
functional than the dysfunctional population. In order to calculate b and c, the norms
must be known for the measure of interest in both the functional and dysfunctional
populations. Because these nonns are not known for SIB, only calculation (a) was
computed to determine clinical significance. The calculation for a-- Mi - 251, where Mi is
the mean number of SIBs during the baseline phase and 5i is the standard deviation
during the baseline phase.
The RCI was not computed because Jacobson and Truax (1991) purported that
“when functional and dysfunctional populations are nonoverlapping, this additional
information is superfluous, because by definition anyone who has crossed the cutoff point
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would have c langed a great deal during the course of therapy” (p. 14). Although the
specific norm s for functional and dysfunctional populations are unknown, lifetime
prevalence of self-injurious behaviors in psychiatric and general populations can be used
to extrapolate that the majority (i.e., functional group) of individuals do not engage in any
self injurious behaviors. For example, van der Kolk et al. (1991) found that between 710% of inpatie nts engaged in deliberate acts of self harm and Klonsky, Oltmanns, and
Turkheimer (2003) reported that approximately 4% of the general population and 14% of
college studen’ts have engaged in self-harm. Therefore, the dysfunctional norms,
whatever they may be, do not overlap with the functional.
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CHAPTER III
RESULTS
This chapter is divided into the following three sections: 1) descriptive
information regarding self-injury reported by both participants, 2) results of the three
hypotheses i:n the present study, and 3) results of supplemental data collected for
purposes of ruling out potentially confounding variables. Descriptive information about
the self-inj ury of participants is offered first to provide an understanding of each of the
participants and the unfolding types, intensity, and motivations for self-injurious
behaviors re ported throughout the study. Although none of these points of data collection
are directly tied to any hypotheses, they are reported to potentially facilitate an
understandinig of the outcomes reported in the second section of this chapter; namely, the
results of the three hypotheses for both participants,
The second section includes the report of results for the three hypotheses in the
present study using visual inspection methods, statistical analysis, and a measure of
clinically reliiable change. The first hypothesis was that participants will show no
significant, directional, positive change in instances of self-injurious behaviors during the
baseline phasie as determined by researcher judgment from visual inspection of
graphically displayed data. The second hypothesis was that participants will show a
decrease in instances of self-injurious behaviors attributable to the intervention as
determined by visual inspection of the mean, level, trend, and latency of change of SIB
displayed on a line graph. The third hypothesis was that there will be a statistically
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significant decrease in the number o f self-injurious behaviors reported by participants
during the treatment phase when compared to the baseline phase.

In the third section, results are reported from the supplemental data collected.
Recall that the supplemental data included the administration of inventories measuring
attachment, adult separation anxiety, dissociation, and general psychiatric symptomology
at five points throughout the study (i.e., initiation of study, end of baseline, and one,
three, and five months into treatment). Remember that the experiences measured by these
inventories have been demonstrated by numerous studies presented in Chapter I to be
associated with the presence of self-injurious behaviors. Therefore, statistically
significant fluctuations in scores on these measures may affect the ability to attribute
results reported in section two of this chapter solely to the introduction of the transitional
object.
Preliminary/Descriptive Data Review
Several types of data regarding self-injurious behaviors were collected via the SIS
that were not directly linked to one of the three hypotheses and are reviewed here. First,
data was collected in section I of the SIS in order to learn about histories of suicide
attempts for both participants to differentiate them from deliberate attempts to hurt
oneself without the intent to die (self-injury). Both participants indicated histories of
suicide attempts that were clearly differentiated from their forms of self-injury. For
example, both participants used overdosing on prescription medication when attempting
suicide while Ms. A used sexual forms of self-mutilation and Mrs. Z used cutting when
engaging in self-injury without the intent to die. Therefore, we can be confident that the
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number of instances of self-injury reported weekly on the SIB by both participants are
true examples or self-injury and are not being confused with suicidal behavior.
Section III of the SIS was administered on each occasion (i.e., weekly) to track
the motivations and severity of SIB. Although there were no hypotheses related to this
data, it was collected out of researcher interest and reported such that it may provide a
greater understanding of the phenomenon under study. During the baseline phase, Ms. A
indicated a motivation to punish herself at each instance of self-injury reported. During
the treatment phase, she continued to cite punishing herself as a motivation for her self
injury, but also stated on one occasion that she was unsure of the motivation because she
had dissociated at the time. On one other occasion she indicated that her motivation was
to feel something, even if it was pain. She endorsed an intensity level of three meaning
“cut deep enough to require stitches” on each occasion except during week eight of the
baseline phase where she endorsed a two, meaning “had moderate effect.” Ms. A altered
the meaning of an intensity level of three to make it more applicable to her specific type
of self-injury by writing in “should probably have sought medical attention.” Ms. A was
consistent throughout the study with the type of self-injury reported, which involved
inserting objects into her vagina or scratching/cutting the genital area in order to cause
internal tissue damage.
During the baseline phase, Mrs. Z endorsed the following motivations: to stop
feeling bad, to communicate or let others know how desperate she was, to punish herself,
and to get back at/hurt someone. During treatment phase, her motivations were similar
except that she did not endorse a desire to punish herself. She endorsed a desire to get
back at/hurt someone and to stop feeling bad with more regularity. She also indicated to
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communicate to others how desperate she was. Taken together, these differences suggest
that her motivations became more other-focused during the treatment phase. Her type of
self-injury remained constant throughout the study—always involving the cutting or
scratching of the skin. Furthermore, she indicated the same intensity level (i.e., a two,
meaning a moderate effect) for each instance of self-injury.
The descriptive data reported above suggests that the introduction of the
transitional object into treatment did not appear to significantly alter the type, motivation,
or intensity of self-injury for either Ms. A or Mrs. Z. While there are some small
differences in these self-injury categories reported from week-to-week by Ms. A and Mrs.
Z, the general type of self-injury, intensity level endorsed, and motivations remain
essentially constant. The only notable difference is that Mrs. Z’s motivation for selfinjury appeared to become more other-focused during the treatment phase.
Visual Inspection Definitions and Procedures
Separate line graphs are displayed for each participant, as their results were
analyzed separately. To refer to the magnitude of change in SIB across phases, the mean
and level (discontinuity in self-injurious incidents from the end of one phase to the
beginning of the next) were inspected (Kazdin, 1998). To assess the rate of change in
SIB, changes in trend (slope or systematic changes in data over time) and latency of the
change (period between onset of treatment and change in data) were inspected (Kazdin,
1998). Figures 1 and 2 show the shift in average number of SIBs occurring across
baseline and treatment phases for both of the participants. The mean number of SIBs
occurring during the baseline and treatment phases are indicated in Figures 1 and 2 by a
solid, horizontal line.
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Figures 1 and 2 are also used to observe changes in level. Specifically, this means
comparing the number of self-injurious behaviors occurring at the end of one phase
(baseline) and the beginning of the next phase (the intervention phase). Furthermore, the
graph was analyzed for any trend in the data, which is also known as the slope. For
instance, the pattern of instances of SIB across the weeks was observed to determine any
systematic increases or decreases in SIB over time. The last aspect of change that was
analyzed from these figures is the latency of change. The closer the change occurs to the
implementation of the treatment (in this case the transitional object), the more certain one
can be that the treatment is the cause of the change. It was expected that the number of
SIBs would decrease with the introduction of the transitional object into treatment.
Visual Inspection Results
Ms. A: Hypotheses One and Two
The first hypothesis stated that participants will show no significant, directional,
positive change in instances of self-injurious behaviors during the baseline phase as
determined by researcher judgment from visual inspection of graphically displayed data.
For Ms. A (Figure 1), no clear pattern emerged in the plotting of number of self-injurious
behaviors endorsed during the baseline phase. The line graph displaying number of SIBs
occurring during the baseline phase reveals increases and decreases, with no clear pattern
emerging. Therefore, hypothesis one is supported in the present study for Ms. A.
The second hypothesis was analyzed via visual inspection of the mean, level,
trend, and latency of change of SIB when displayed on a line graph. Magnitude of change
in SIB was analyzed for Ms. A utilizing visual inspection of changes in mean and level.
Changes in mean are determined by measuring shifts in the average rate of SIB between
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phases (i.e., baseline and intervention). The mean number of SIBs engaged in during the
baseline and intervention phases, respectively, are pictorially depicted in Figure 1 by a
solid horizontal line. The mean number of SIBs reported by Ms. A in the baseline phase
was .63 and the mean number of SIBs reported in the intervention phase was .40. The
noticeable drop-off in mean number of SIBs occurring between baseline and treatment
phases (horizontal line on Figure 1) offers visual support for the second hypothesis. To
analyze changes in level, the shift in SIB is inspected at last baseline measure compared
to first intervention measure. Noticeable differences in level are indicative of reliable
effects produced by the intervention (Kazdin, 1982). Ms. A reported one instance of SIB
at last baseline and zero instances at first treatment measure. Considering the up-anddown nature of reported SIBs during the baseline phase, a decrease this small cannot be
considered a significant change in level (limited support for hypothesis two).
The rate of change in SIB was assessed using trend and latency of change. Trend,
which is also referred to as slope, reveals systematic increases or decreases in the
measured behavior (SIB) over time (Kazdin, 1982). In the case of Ms. A (Figure 1), there
is no visual trend noted (hypothesis two not supported). Latency of change refers to the
time lapse between the onset of the intervention (introduction of the transitional object
into treatment) and the change in behavior (number of SIBs). For Ms. A, the intervention
effects seem pictorially effective. Even though the change in level does not appear
significant, the fact that the decrease in SIB was immediate as she entered the
intervention phase, and that the decrease in behavior (from one to zero instances of SIB)
was maintained for five weeks, visually suggests treatment effects (hypothesis two
supported). However, when considering the low rate of the behavior during the baseline
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phase to begin with (a maximum of two SIBs in one week), determining a clear
intervention effect based on latency of change alone is not practical. In sum, findings for
hypothesis two based on the four criteria of visual inspection are inconclusi ve for Ms. A,
with a slant more toward the support of the second hypothesis than not.

Mean baseline = .63, Mean treatment = .40

Week

Figure 1. Weekly Number(s) of SIB During Treatment and Intervention Phases for Ms.A
Mrs. Z: Hypotheses One and Two
The first hypothesis stated that participants will show no significant, directional,
positive change in instances of self-injurious behaviors during the baseline phase as
determined by researcher j udgment from visual inspection of graphically displayed data.
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For Mrs. Z (Figure 2), no clear pattern emerged in the plotting of number of self-injurious
behaviors endorsed during the baseline phase. The line graph displaying number of SIBs
occurring during the baseline phase reveals several weeks of no self-injury followed by a
week of usually one instance of self-injury and so on. However, there is a significant
jump in number of SIBs (four) reported during the final week of the baseline phase. This
could suggest an emerging pattern of increasing self-injury, but more likely is a reflection
of a difficult life decision occurring that week for Mrs. Z (see Chapter II participant
description). Either way, there is certainly not a pattern of decreasing self-injury during
the baseline phase and thus hypothesis one is supported in the present study for Mrs. Z.
The second hypothesis was analyzed via visual inspection of the mean, level,
trend, and latency of change of SIB when displayed on a line graph. The mean number of
SIBs engaged in during the baseline and intervention phases, respectively, are pictorially
depicted in Figure 2 by a solid horizontal line. The mean number of SIBs reported by
Mrs. Z in the baseline phase was .70 and the mean number of SIBs reported in the
intervention phase was .18. Visually, the clear discrepancy between the horizontal lines
representing mean number of SIBs reported during the baseline when compared to the
treatment phase offers support for the second hypothesis. Noticeable differences in level,
such as seen in Figure 2 (4 versus 1) for Mrs. Z, are indicative of reliable effects
produced by the intervention (Kazdin, 1982) and offer further support, for the second
hypothesis.
The rate of change in SIB was assessed using trend and latency of change. In the
case of Mrs. Z (Figure 2), there is no visual trend noted (hypothesis two not supported).
The intervention effects based on latency of change pictorially seem clearly effective in

114

that the decrease in SIB is immediate as she entered the intervention phase (hypothesis
two supported). Furthermore, the decrease in behavior (from four to zero instances of
SIB) was maintained for six weeks. The longest time without self-injury during baseline
was three weeks. In sum, visual inspection offers support for hypothesis two, indicating
that the number of SIBs decreased during the treatment phase, for Mrs. Z.
Mean baseline = .70, Mean treatment =. 18
4.5

Figure 2. Weekly Number(s) of SIB during Treatment and Intervention Phases for
Mrs. Z.
Ms. A and Mrs. Z: Hypothesis Three
The third hypothesis (i.e., there will be a statistically significant difference
between the number of self-injurious behaviors indicated by participants during baseline
phase when compared to treatment phase) was analyzed using independent samples t tests
comparing the mean number of SIBs indicated in baseline and treatment phases. Results
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are reported separately for Ms. A and Mrs. Z in tables 1 and 2, respectively. The analyses

of statistical significance were supplemented with a calculation of clinical significance to
add further support for the reliability and validity of the results.
Table 1. Independent Samples t Test Comparing Mean Instances of SIB between
Baseline and Treatment Phases for Ms. A.

SIB

Equal variances
Assumed

F

Sig

.007

.932

df

Equal variances
not assumed

Sig. (one-tailed)

.634

29

.266

.712

15.435

.244

Table 2. Independent Samples / Test Comparing Mean Instances of SIB between
Baseline and Treatment Phases for Mrs. Z.

SIB

Equal variances
Assumed

F

Sig

T

df

Sig. (one-tailed)

7.252

.011

1.785

30

.042
.115

Equal variances
not assumed.

1.281

9.824

While Ms. A demonstrated a decrease in mean instances of self-injurious
behaviors during treatment when compared to baseline phase, the difference is not
statistically significant (/ (29) = .634,p ~ .266, one-tailed). Although visual inspection
revealed clear intervention effects for Mrs. Z, she also did not experience a statistically
significant decrease in SIB when comparing baseline and treatment phase means, t
(9.824) = 1.281, jo = .115, one-tailed. T tests, measuring statistical significance, were
supplemented by using calculation “a” suggested by Jacobson and Truax (1991) to assess
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for clinical significance. Considering the small number of data collection points in the
present study (31 and 32 for Ms. A and Mrs. Z, respectively), it is important to
supplement statistical findings with a measure of clinical significance. This is because it
is possible that statistical significance will not be found, even when reliable change
exists, based on limited statistical power due to a non-normal distribution of SIB, outliers,
and few data collection points (Moore, 1995).
Recall that calculation “a” provides a mathematical equation (a = Mi - 2.vi), where
Mi is the mean number of SIBs during the baseline phase and si is the standard deviation
during the baseline phase, to determine if clinically significant change has occurred.
Specifically, it calculates whether or not the level of functioning (number of SIBs)
subsequent to treatment (transitional object) falls outside the range (i.e., two standard
deviations) of the dysfunctional population. The descriptive statistics in Tables 3 and 4
below were used to calculate “a” for Ms. A and Mrs. Z, respectively. The cut-off score
for clinically significant change for Ms. A was a = .63 - 2(.74) = -.85, which indicates
that her change was not clinically significant. The cut-off score for Mrs. Z was a = .70 2(1.25) = -1.55, which indicates that her change was not clinically significant. However,
based on the low baseline means for both participants, and the high variability of SIB
from week to week (high standard deviations), it would have been impossible to obtain
significant results via this method. Even if Ms. A had no self-injurious behaviors during
the treatment phase, the greatest decrease in mean SIB possible would have been .63
(compared to the .85 decrease required for clinical significance) and the greatest decrease
in SIB possible for Mrs. Z would have been .70 (compared to the 1.55 decrease required
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for clinical significance). This would have required both participants to have negative
numbers of self-injury during the treatment phase—a mathematical impossibility.
Table 3. Descriptive Statistics of Instances of SIB Reported by Ms. A during the 31Week Study.

N

Min

Max

Mean

8

0

2

.625

.744

SIB tx

23

0

3

.391

.941

SIB tot

31

0

3

.452

SIB base

Std. Error

.160

S.D.

.888

Table 4. Descriptive Statistics of Instances of SIB Reported by Mrs. Z during the 32Week Study.

N

Min

Max

Mean

SIB base

10

0

4

.700

1.252

SIB tx

22

0

4

.182

.395

SIB tot

32

0

1

.344

Std. Error

.139

S.D.

.787

Supplemental Data
Additional data was collected that is not directly related to any of the hypotheses
in the present study. As stated in Chapter II, the additional data was collected in order to
assess any mitigating factors that may have influenced instances of self-injury above and
beyond the effects of the transitional object. Data was collected on participants’
experiences of dissociation, adult separation anxiety, adult attachment style, and general
psychiatric symptomology.
Independent samples l tests were conducted in order to identify any statistically
significant differences between levels of each of these experiences during baseline when
compared to treatment phase administrations. The four supplemental inventories were
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administered twice during the baseline phase (one at the begimiing and once at the end)
and three times during the treatment phase (beginning, middle, and end) for both of the
participants. With the exception of the ASA-27 (separation anxiety), the other three
measures have multiple subscales. Due to concerns with “fishing” by conducting multiple
t tests for each of the subscale and full scale scores, only full-scale scores were compared
when possible. The SCL-90-R does not have a true full-scale score, but does provide
three global indices (see Chapter II). The Positive Symptom Total (PST) score was
chosen for / test analysis because it provides information on the total number of endorsed
items, which would allo w comparison of the breadth of general symptomology being
experienced at each administration.
The RAQ was not analyzed based on the same subscale for Ms. A as it was for
Mrs. Z. The reason is that the inventory has separate questions and provides scores on
unique scales based on whether the respondent has an attachment figure or does not have
one. Ms. A filled out the RAQ on each of the fi ve administrations consistent with not
having an attachment figure. Of the five subscales provided in this instance (see Chapter
II), “fear of hurt or rejections” seemed the most global and informative scale for Ms. A
based on her history and psychology, thus the t test was conducted utilizing this factor.
Mrs. Z completed the RAQ on four occasions consistent with one who has an attachment
figure and on one occasion consistent with one who does not. Due to the discrepancy in
her own view of whether or not she even had an attachment figure, the subscale ‘use of
attachment figure” was used for / test comparison purposes. Since Mrs. Z only received a
score on this dimension on four of the five administrations, statistical analyses for this
measure were conducted with only two administrations during both the baseline and
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treatment phases. Results for t tests o f the supplemental data for Ms. A and Mrs. Z are
shown in Tables 5 and 6, respectively.

Inventory scores did not differ for Ms. A between baseline and treatment
measures with the exception of decreased dissociation, t (2.99) = -3.170,/? = .05.
Interestingly, Ms. A’s baseline phase score surpassed the cut-off score (30) for multiple
personality disorder [sic] suggested by the test developers (Carlson & Putnam, 1993),
whereas her treatment phase score did not meet this cut-off. Ms. A varied negligibly on
the other meas. ves between baseline and treatment phases. Results indicate that
decreased dissociative episodes present a possible confounding variable in attributing
decreases in self-injury solely to the introduction of the transitional object.
Table 5. Independent Samples t Tests for Supplemental Data for Ms. A.

N

Mean

S.D.

t

Sig. (2-tailed)

DES tot
base
tx

2
3

33.40
22.73

2.26
4.22

-3.170

.05

ASA-27
base
tx

2
3

11.00

10.67

5.66
1.53

-.081*

.947*

RAQ fear
base
tx

2
3

32.50
34.00

.71
1.00

1.800

.170

SCL90R \)st
base
tx

2
3

55.00
52.00

2.83
2.65

-1.214

.312

Note. * = Lavene’s test equal variances not assumed for reported t and Sig. (2,-tai!ed)
statistics. DES-II = total score on the Dissociative Experiences Scale, 2nd Edition; ASA27 = total score on the Adult Separation Anxiety Questionnaire; RAQ fear - Fear
subscale on the Reciprocal Attachment Questionnaire; SCL-90-R = Positive Symptom
Total Index on the Symptom Checklist 90-R.
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Inventory scores did not differ for Mrs. Z between baseline and treatment
measures with the exception of decreased dissociation, t (2.707) = -12.736,/? = .002.
Although this represents a statistically significant decrease in endorsement of dissociative
symptoms, both scores are consistent with DES-II total score norms (10.9) found in a
general population (Ellason et al., 1994). The variation on the other three measures
between baseline and treatment phases were negligible for Mrs. Z. Her decrease in
dissociation presents a possible confounding variable in attributing the decrease in
reported self-injurious behaviors solely to the transitional object.
Table 6. Independent Samples t Tests for Supplemental Data for Mrs. Z.

DES tot
base
tx
ASA-27
base
tx
RAQ use
base
tx

N

Mean

S.D.

2
3

12.70
6.67

2
3

43.00
40.67

2
2

10.00
11.50

2
3

51.50
52.33

t

Sig. (2-1:ailed)

.28
.74

-10.509

.002

2.83
2.52

-.974

.402

3.000*

.205*

.000
.71
7.78
.58

SCL90R pst
.904*
.151*
base
tx
Note. * = Lavene’s test equal variances not assumed for reported t and Sig. (2-tailed)
statistics. DES-II = total score on the Dissociative Experiences Scale, 2nd Edition’ ASA27 = total score on the Adult Separation Anxiety Questionnaire; RAQ use = Use of
Attachment Figure subscale on the Reciprocal Attachment Questionnaire; SCL-90-R =
Positive Symptom Total Index on the Symptom Checklist 90-R.
Additionally, due to the small number of data points, t test results are
supplemented by graphically displaying the data for Ms. A and Mrs. Z in Figures 3 and 4,
respectively The line graphs visually demonstrate similar findings to those offered by the

/ tests. For Ms. A, the scores on the SCL-90-R, RAQ, and ASA-27 appear relatively
constant as demonstrated by lines that do not appear significant in trend, level, or latency
of change. Of the four criteria for visually analyzing data (i.e., mean, level, trend, and
latency of change), mean is the only one not visually analyzed for the supplemental data
because the mean for supplemental data was assessed by the insignificant t test findings
for these measures. As was determined through statistical analysis, Ms. A appears to have
experienced a reliable and consistent drop in dissociation when visually inspecting her
DES-II scores below. Specifically, Figure 3 reveals a significant change in level (shift in
DES-II score from 35 at last baseline to 17.9 at first treatment phase measure), latency of
change (immediacy of shift after the introduction of the transitional object), and trend
(while slightly increasing after the initial drop, dissociation remains lowered throughout
treatment phase).
For Mrs. Z, the results from visual inspection also closely mirror the findings
indicated by the t test. Specifically, her scores on the SCL-90-R, ASA-27, and RAQ do
not significantly change throughout the study based on inspection of level, latency of
change, or trend. However, the graph of the SCL-90-R does show that overall
endorsement of psychiatric symptoms appears to have increased between the beginning
and end of the baseline phase; a result that is lost when averaging scores for statistical
analysis. At the initiation of the treatment phase, the SCL-90-R score begins to drop off
again, and by the end of the treatment phase, her overall symptom endorsement is close,
yet still higher, to where it began. Mrs. Z’s increasing symptomology does not confound
the results visually demonstrating the effectiveness of the transitional object in reducing
her self-injury, but rather adds further support for its efficacy. This is because her SIB
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decreased despite her increasing psychiatric symptomology, meaning that her SIB may
have decreased even more had she not experienced increasing psychiatric difficulty as the
study progressed.

Score

60

1

2

3

4

5

administration number

Figure 3. Line Graph of Supplemental Data for Ms. A.
Note. SCL-90-R = Positive Symptom Total Index on the Symptom Checklist 90-R, RAQ
= Fear subscale on the Reciprocal Attachment Questionnaire; DES-II = total score on the
Dissociative Experiences Scale, 2nd Edition; ASA-27 = total score on the Adult
Separation Anxiety Questionnaire.
Visual inspection of Mrs. Z’s scores on the DES-II mirror statistical findings by
revealing significant decreases in dissociation via examination of level, latency of
change, and trend. Specifically, Mrs. Z demonstrates a visually distinct decrease in her
DES-II score at the initiation of the treatment phase (level), this decrease is immediate
(latency of change), and continues to decrease with each progressive administration
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(trend). Although the initial decrease on the DES-II is not. as drastic as that o f Ms. A, the
continued decrease (trend) throughout the treatment phase adds support for the
effectiveness o f the transitional object in decreasing dissociation.

1

2

3

4

5

administration number

Figure 4. Line Graph of Supplemental Data for Mrs. Z.
Note. SCL-90-R = Positive Symptom Total Index on the Symptom Checklist 90-R; DESII = total score on the Dissociative Experiences Scale, 2nd Edition; ASA-27 = total score
on the Adult Separation Anxiety Questionnaire; RAQ = Use of Attachment Figure
subscale on the Reciprocal Attachment Questionnaire. Due to only having scores for four
administrations of the RAQ, the mean of the four scores was used for the fifth data plot.

CHAPTER IV
DISCUSSION
This chapter discusses the results in reference to the three hypotheses and
supplemental data, as well as speculates upon what these results may mean for those who
research self-injury and for those who treat self-injurers. The hypotheses supported, as
well as those not supported, are explored in light of relevant research and the
idiosyncrasies of each participant and her psychologist. This chapter is divided into five
sections including a general discussion, applied implications, ethical considerations,
limitations, and directions for future research.
General Discussion
Ms. A and Mrs. Z: First Hypothesis
The first hypothesis stating that participants will show no significant, directional,
positive change in instances of self-injurious behaviors during the baseline phase as
determined by researcher judgment from visual inspection of graphically displayed data
was supported for both Ms. A and Mrs. Z. The stability of baseline SIB indicated by the
first hypothesis allows for additional confidence in attributing patterns (increases or
decreases) during the treatment phase to the introduction of the transitional object.
Although the single-case AB design employed in this study does not control for
maturational or other confounding influences (other than those measured by the
supplemental data) on self-injury, two possible causes for self-injury to change during the
baseline phase are unlikely in this study, namely, the effects of (a) participating in a study
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and (b) initiating therapy. Recall that both Ms. A and Mrs. Z had been involved in on
going individual therapy with their respective psychologists for years prior to their
initiation in the present study. The term “treatment” or intervention phase in the current
study refers to the initiation of the transitional object into treatment as opposed to the
initiation of therapeutic treatment in general. Effects from participating in a study are
unlikely because the initiation of the study did not coincide with any patterned increase or
decrease in SIB (hypothesis one). Both participants had already been in therapy for a
minimum of three years prior to the initiation of the study. Therefore, any initial
treatment effects from therapy or “treatment as usual” would likely have already taken
place by the time baseline data was collected.
Theoretically, the object would be introduced because the client would
demonstrate an inability to self-soothe. If either of these clients were able to reduce selfinjury without the transitional object, then they likely did not fit the intrapsychic structure
that lacks an internalized, caring object for which this treatment method was intended.
Parenthetically, if either of the participants were able to self-soothe, they also likely
would not still be in treatment and self-injuring at the initiation of this study after already
receiving years of therapy.
Second and Third Hypotheses
The second hypothesis was that participants would show a decrease in instances
of self-injurious behaviors attributable to the intervention as determined by visual
inspection of the mean, level, trend, and latency of change of SIB displayed on a line
graph. The third hypothesis stated that there would be a statistically significant decrease
in the number of self-injurious behaviors reported by participants during the treatment

126

phase when compared to the baseline phase. Although these were the hypotheses of the
present study, this author noted at the proposal stage of this study that it is only slightly
less likely that this will not be the case. Anecdotal case studies presented previously in
this paper by psychologists operating from a similar theoretical model have stated that
internalizing good or caring aspects of the therapist, and then claiming these as one’s own
qualities in order to self-soothe, can take years to accomplish (Hunter, 1998; Os, 1991;
Kafka, 1969; Arthem & Madill, 2002; Gunderson, 1996). The full benefits of the
transitional object may be actualized years after the conclusion of this study.
Ms. A
For Ms. A, the results for the second hypothesis are inconclusive. Specifically,
visual inspection of the mean and latency of change offers support, level offers limited
support, and trend does not support the second hypothesis. Although the findings from
visual inspection lean more toward support for the second hypothesis than not, when
taken together with the results of statistical and clinical analysis for the third hypothesis,
a significant decrease in SIB during the treatment phase when compared to the baseline
phase for Ms. A is not supported. An independent samples t test revealed that the
difference in mean SIB from baseline to treatment phase was not significant (t = .634, p =
.266, one-tailed). Furthermore, Jacobson and Truax’s (1991) calculation for clinical
significance was not significant. Flowever, as stated in Chapter III, considering the low
baseline instances and high variability of SIB, finding clinical significance according to
this calculation would have required negative instances on SIB during the treatment
phase, which is impossible.
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The descriptive data obtained via the Self-Injury Survey (SIS) revealed that Ms. A
changed minimally by way of motivations, type, and intensity level of her self-injurious
behaviors reported during baseline when compared the intervention phase. While Ms. A’s
number of self-injury incidents did decrease during the treatment phase, it appears that
the transitional object did not alter her intrapsychic structure, and consequently her
motivations, type, and intensity of SIB, sufficiently for visual, statistical or clinical
significance. There are several theoretical reasons that may explain the inefficacy of the
transitional object in reducing self-injurious behaviors to a significant level for Ms. A.
First of all, Winnicotf s (1953) definition of the transitional object included that
the object must be more highly sought after than the actual person it represents. Ms. A
seemed to prefer Dr. B to the transitional object in that she fairly regularly made
between-session contacts with him. Because Dr. B was quite available to Ms. A during
her times of need, she may never have sought the transitional object because she could
have the object himself. Winnicott (1953) stated that when a mother makes herself too
available, a child never has to develop a transitional object for self-soothing and
subsequent researchers have supported this assertion by studying the sleeping patterns of
mothers and their children (Gaddini & Gaddini, 1970; Hobara, 2003). It is possible that
Dr. B was a “too available” primary caregiver.
Gaddini and Gaddini (1970) also made a distinction between a transitional object
and what Winnicott (1953) referred to as a comforter. Gaddini and Gaddini (1970)
referred to comforters as a precursor and state that while it comforts the child, it is
separate from a transitional object in that it was not created by the child (i.e.,
administered by the parent) and Winnicott (1953) added that these “comforters” are never
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more important than the mother’s actual person. In the case of Ms. A, she appears to have
regarded the business card for her book with a message on it from Dr. B more as a
precursor than a true transitional object. Not only did she appear to regard the item in this
way, Dr. B created the item, not Ms. A, thereby reducing her omnipotent control over the
object. Arthem and Madill (1999) indicated that of the six psychologists they studied,
five reported that the transitional object emerged at the client’s initiation. This was also
the case in anecdotal reports offered in Chapter I of this paper (Guinjoan et al., 2001;
Hunter, 1998; Os, 1991). Considering the original definition of the transitional object
offered by Winnicott (1953) and the reports of many therapists \ /ho have utilized
transitional objects in the treatment of self-injuring clients, the fact that Ms. A did not
create her transitional object may be an important piece in its only minimal effect at
reducing self-injurious behaviors.
Another possible consideration is that Ms. A may not have the optimal personality
type to indicate the use of a transitional object in treatment. Arthern and Madill (1999)
stated that clients must have considerable separation anxiety and/or idealizing
transference toward the therapist in order for the transitional object to be effective. Ms.
A’s personality pattern is more characterized by avoidant features and while she clearly
relies on Dr. B as one of her main sources of support, she does not display a distinct
idealizing transference toward him. In support of Ms. A’s avoidant style, she completed
the FAQ at each administration during the current study consistent with not having an
attachment figure. Of particular note, she arguably then does not consider Dr. B to be an
attachment figure. She may not have a sufficient internalized “good mother” image to call
upon in times of stress or to transfer onto an object (Winnicott, 1953).
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Furthermore, her avoidant defense mechanism may make her less likely to
develop such a figure. In support of this, an ironic incident occurred while the present
researcher was meeting with Ms. A to collect data only weeks after she received her
transitional object. Ms. A was asked about the transitional object that she received for
documentation purposes for the present study and she did not recall receiving any item
from her psychologist. It was only after this researcher, Ms. A, and her psychologist sat
down to discuss the matter that she recalled receiving the object. This incident suggests
that the transitional object ciearly did not hold the central importance for Ms. A as is
postulated by those examining its formative function and those researching its therapeutic
uses for adults.
Numerous researchers have found support for the relationship between
dissociation and self-injury (Brodsky et al., 1995; Husband & Tantam, 2004; Mulder et
al., 1998; Saxe, Chawla, & van der Kolk, 2002). Ms. A’s therapy notes were fraught with
instances of dissociation, and she even reported dissociating on few occasions during
instances of self-injury, and thus this research is important to consider when attempting to
understand her results. Husband and Tantam (2004) used the Dissociative Experiences
Scale (DES) in their study, as was used in the present study, and found that higher DES
scores were significantly related to greater instances of self-injury. Dr. C has formally
diagnosed Ms. A with Dissociative Disorder NOS and her dissociative experiences may
make her more vulnerable to instances of self-injury and less inclined to benefit from a
brief (five months with the transitional object) treatment technique.
Saxe et al.’s (2002) finding regarding the greater presence of dissociation in those
who self-injure, as well as the earlier onset of self-injury for dissociatives, is particularly
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relevant to Ms. A. Saxe et al. (2002) compared self-injury in a group of inpatients who
had dissociative disorders with a group of inpatients who reported few dissociative
symptoms. They found that those with dissociative disorders engaged in more frequent
SIB, utilized more methods of SIB, and began engaging in SIB at an earlier age (M =
13.9 years compared to M = 24.8 years) when compared to those with few dissociative
symptoms. Recall from Chapter II that Ms. A began injuring herself at the age of five and
thus her tendency toward harming herself is a well-ingrained coping mechanism.
Saxe et al. (2002) noted that according to their sample, 86% of patients with a
dissociative disorder were also self-injurers. One explanation offered is that those who
self-injure are reported to have higher pain tolerance when compared to those who do
not. Likewise, those who dissociate often report that they do not feel pain and thus selfinjury is an effective (and painless) way of managing overwhelming negative affect for
those who dissociate. Finally, they stated that those who had dissociative disorders, and
thus were more likely to self-injure, also reported more extensive histories of childhood
trauma. Ms. A’s extensive history of childhood sexual abuse, early onset of her selfinjury, as well as her diagnosis of a dissociative disorder, when taken together, may make
her more resistant to reductions in self-injury when compared to someone who does not
meet these criteria.
Mrs. Z
For Mrs. Z, the results largely support the second hypothesis. Specifically, visual
inspection of the mean, level, and latency of change offer clear support for the second
hypothesis. Visual inspection of the trend shows no pattern and thus does not support the
second hypothesis. Thus, the overall finding from visual inspection leans heavily toward
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the support of hypothesis two. However, when considered together with the lack of
statistically significant findings for hypothesis three, a clear decrease in SIB (i.e.,
treatment effect of the transitional object) becomes more difficult to support.
Specifically, an independent samples t test revealed that the differences in mean
SIB during the baseline phase when compared to the treatment phase were not significant
(/ —1.281, p = .115, one-tailed). Even so, the t value leans toward significant findings,
and concerns of power (and type II error), should be considered. Moore (1995)
recommended a minimum of 40 data points (as opposed to 32 for Mrs. Z in the present
study) to ascertain statistical significance when a reliable change actually exists via the
use of an independent samples / test. Also, it is of note that the more stringent standard of
visual inspection demonstrated support for hypothesis two, whereas the more sensitive
standard of statistical significance did not support the third hypothesis. The discrepancy
in findings based on the data evaluative method used seems to this researcher to be an
outcome of low statistical power to find significance based on the high variability of SIB,
non-normal distribution of SIB, and low number of data collection points.
Jacobson and Truax’s (1991) calculation revealed that the decrease in SIB from
baseline to treatment phase was not clinically significant. As with Ms. A, the low level of
baseline SIB and high variability for Mrs. Z made obtaining clinically significant findings
a mathematical impossibility. Therefore, this finding does not override the moderate
evidence for transitional objects to produce a reliable decrease in instances of SIB for
Mrs. Z after the introduction of the transitional object. The decrease is particularly
noteworthy considering the short duration of time that elapsed post-introduction of the
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transitional object in the present study (five months) compared to the lengthy time needed
for full effects (cut-off of four and one half years; Arthem

Madill, 2002).

While Mrs. Z stayed fairly consistent with the type and intensity level of SIB
reported throughout the study, she showed a clear trend to move from self-focused
motivations during the baseline phase to other-focused motivations during the treatment
phase. Because Mrs. Z demonstrated visually potent decreases in SIB during the
treatment phase of this study, it may be fruitful to examine the role of motivation for SIB
in its frequency, as it was possibly affected by the introduction of the transitional object.
Considering the conceptualization of SIB from a psychodynamic perspective of attacks
on internalized critical objects (Guralnik & Simeon, 2001), Mrs. Z would theoretically
experience decreases in self-injury as her focus of anger turned outward. Mrs. Z
discussed in therapy a view of her dad in particular as “all good” and seemed to have
difficulty relating to others, including Dr. C, as whole objects consisting of both good and
bad. Transitional objects were purported by Winnicott (1953) to provide a bridge
between the external world (not me) and the internal world (me). They are representative
of a “good enough” comforting mother image to hold in times of anxiety.
Another explanation of Mrs. Z ’s moderate decrease in SIB is that through the
transitional object provided by a “good enough” primary caregiver (i.e., Dr. C), she was
able to obtain some sense of emotional object constancy, ability to self-soothe, and had
begun to relate internally to whole objects. She perhaps no longer needed to internalize
the split off “bad” objects in order to spare the good part of the object that she wanted to
save in hopes of a loving, caring relationship. The fact that she did not endorse the
motivation “to punish myself’ during the treatment phase of the study suggests that the
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transitional object helped her to begin to differentiate the “me” from the “not me” (bad
split off internalized objects). However, the fact that she still used SIB to stop feeling bad
and to communicate to others how desperate she was to a degree that demonstrated a
statistically insignificant decrease in SIB, suggests that she was not yet able to hold the
caring image of the therapist internally. Arthem and Madill’s (2002) study, which
identified four-and-a-half years as the cut-off between clients who described their
transitional objects more cognitively versus those who described an ability to actually
feel the therapist, is important to consider in that both of the participants in this study had
their transitional objects for only five months by the completion of the study.
As with Ms. A, Mrs. Z also did not create her own transitional object. Considering
the research citing the importance of the client creating the object, as well as the
theoretical importance of the client’s creation offered by Winnicott (1953), it is possible
that the treatment effects for Mrs. Z would have been greater, and perhaps even reached
statistical and/or clinical significance, had she developed the transitional object on her
own, It is not clear whether Mrs. Z used her transitional object consistent with its
definition or more similar to a precursor or comforter. There is no documentation in her
therapy notes of Mrs. Z relying on her transitional object during times of anxiety, when
experiencing urges to self-injure, or when feeling disconnected from Dr. C. Even so, Dr.
C’s availability was mostly restricted to sessions, with a few exceptions where Mrs. Z has
made brief phone contacts, thereby making it possible that she did rely on her transitional
object in times of need.
Several factors distinguish Mrs. Z from Ms. A, which may account for the greater
effectiveness of the transitional object in reducing self-injurious behaviors for Mrs. Z
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when compared to Ms. A. Mrs. Z has the ideal characterological make-up as indicated by
Arthern and Madill (1999) supporting the use of transitional objects in treatment.
Specifically, Mrs. Z experiences both considerable separation anxiety from numerous
attachment figures in her life (husband, Dr. C, psychiatrist, ex-therapist, and boyfriend)
and she has an idealizing transference toward Dr. C. These traits not only make Mrs. Z
more likely to utilize her transitional object (i.e., need to self-soothe in times of
considerable separation anxiety), they also facilitate the development of intense, “good
enough” mother-type feelings (i.e., idealizing transference) to transfer onto an object.
Additionally, Mrs. Z does not have the extensive history of early trauma or history of
dissociative experiences of Ms. A and had only begun self-injuring four years prior to her
participation in this study. The relationship between these characteristics (i.e., early
trauma, age at onset, and dissociation) and self-injury are explained above under the
discussion of hypotheses two and three for Ms. A.
Supplemental Data
Ms. A
Supplemental data consisted of five administrations throughout the study of the
SCL-90-R (general psychiatric symptomology), ASA-27 (adult separation anxiety), RAQ
(adult attachment styles), and DES-II (dissociative experiences). Ms. A reported a
significant decrease in experiences of dissociation during the treatment phase when
compared to the baseline phase of this study {p = .05). One possible explanation of this
decrease is that the transitional object was effective in reducing the frequency of
dissociation for Ms. A. Carlson and Putnam (1993) found that using a full-scale cut-off
score of 30 resulted in the correct identification of 74 % of those with multiple

1.35

personality disorder [sic] and correctly identified 80% of those who were not.
Additionally, 61% of those scoring over a 30 that did not meet the diagnostic criteria for
MPD [sic] did meet the diagnostic criteria for PTSD or a dissociative disorder other than
MPD. While Ms. A met this cut-off during baseline (33.40), she did not meet this cutoff
during the treatment phase (22.73). Although her SIB went down during treatment, it was
not to a level that reached statistical or clinical significance. Perhaps the transitional
object had begun to have an effect on her dissociation and, given more time, would have
begun to have a positive impact on her SIB. This is pure speculative, as no follow-up data
was collected and no research speaks to a step-by-step decrease in first dissociation and
then self-injury as was surmised here.
It is also possible that Ms. A experienced a decrease in dissociative symptoms
based on other factors having nothing to do with the transitional object, such as her
therapeutic relationship with Dr. C or a decrease in life stressors during the treatment
phase. In this case, the slight decrease in SIB during the treatment phase may be related
to a decreased need to dissociate, and theoretically then, a decreased level of
overwhelming affect. However, considering that Ms. A did not demonstrate a decrease in
symptoms of anxiety, relational discomfort, and general psychiatric symptomology as
determined by her scores on the SCL-90-R, RAQ, and ASA-27, this latter explanation of
her lowered level of SIB is unlikely. Furthermore, Ms. A’s therapy notes suggest
increasing life stressors as the study progressed because her job and financial security
decreased as she continued to miss work days and accrue medical debt. Therefore, the
most logical explanation of the decrease in dissociative experiences is the introduction of
the transitional object. The variation on the other three supplemental scales utilized in this
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study (SCL-90-R, RAQ, and ASA-27) were so minute that it is apparent that the
transitional object had no effect on her endorsement of the symptoms measured by these
inventories.
Although there is no difference between phases of Ms. A’s mean scores on the
ASA-27, additional insights into the minimal effectiveness of the transitional object for
Ms. A can be gleaned from her scores on this inventory. Manicavasagar et al. (2003)
noted that a cut-off score of 16 resulted in 97% sensitivity and 66% specificity for correct
classification of those with adult separation anxiety. Ms. A’s mean score for this
inventory during the baseline phase was 11.00 and her mean score for administrations
during the treatment phase was 10.67; neither approaching adult separation anxiety. This
finding, in conjunction with her avoidant personality disorder diagnosis, offers further
support for the speculation by the present researcher made above that Ms. A does not
have the ideal characterological make-up that Arthern and Madill (1999) have identified
for responding well to the use of transitional objects.
Mrs. Z
Supplemental data consisted of five administrations throughout the study of the
SCL-90-R (general psychiatric symptomology), ASA-27 (adult separation anxiety), RAQ
(adult attachment styles), and DES-II (dissociative experiences). Mrs. Z also experienced
a statistically significant decrease in dissociative experiences during the treatment phase
when compared to the baseline phase (p = .002). Interpreting these results as it relates to
the decrease in self-injury is less clear for Mrs. Z than it was for Ms. A because both
mean DES-II scores for Mrs. Z (12.70 baseline; 6.67 treatment) fall within the normal
range of dissociation (Carlson & Putnam, 1993). However, one cannot rule out the
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importance of this decrease when considering that Mrs. Z did not fluctuate significantly
on any of the other three supplemental inventories administered throughout the study, and
thus her moderate decrease in SIB cannot be attributable to factors measured by those
inventories.
There appears to be something particular about experiences of dissociation and
the decrease in self-injury for both participants, particularly when considering that neither
Ms. A nor Mrs. Z fluctuated significantly on any of the other three supplemental
measures administered throughout the study. Also, it seems the more significant the
decrease in dissociation (p = .05 for Ms. A;p = .002 for Mrs. Z), the greater, albeit not
statistically significant, decrease in self-injury (/ = .634, p =.266 for Ms. A; t - 1.281,/? =
.115 for Mrs. Z)—at least this was the case for Ms. A and Mrs. Z. Perhaps Mrs. Z
possesses some mitigating factors as suggested by Saxe et al., (2002) (i.e., no significant
history of childhood trauma, dissociation within the normal range at baseline, and late
age - 38 - at onset of self-injury) that allowed a significant decrease in dissociation,
albeit within the normal limits, to reduce her SIB in visually meaningful ways.
Although there is no difference between study phases of Mrs. Z’s mean scores on
the measure of adult separation anxiety (ASA-27), additional insights into the moderate
effectiveness of the transitional object for Mrs. Z can be gleaned from her scores on this
inventory. Manicavasagar et al. (2003) noted that a cut-off score of 16 resulted in 97%
sensitivity and 66% specificity for correct classification of those with adult separation
anxiety. Mrs. Z’s mean score for this inventory during the baseline phase was 43.00 and
her mean score for administrations during the treatment phase was 40.67; both scores far
beyond the cutoff necessary to indicate adult separation anxiety. This finding, in
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conjunction with her borderline personality disorder diagnosis and background
information suggesting attachment difficulty stated above, offer further support for the
speculation by the present researcher that Mrs. Z has the ideal characterological make-up
that Arthern and Madill (1999) have identified for responding well to the use of
transitional objects.
Applied Implications
Some of the results of the present study are inconclusive due to the inconsistent
findings between the two participants. Furthermore, differences were found within
participants (i.e., Mrs. Z) based on the data evaluative method used, with visual
inspection results largely supporting a decrease in SIB post-introduction of the
transitional object and statistical and clinical methods not supporting this decrease. As is
the nature of single-case designs, the reasons for the disparate findings between the two
participants can only be speculated upon. These speculations will gain support or be
refuted through replications of studies such as this one. The lack of control inherent in
single-case designs is discussed in the limitations section and the need for replication is
discussed in the directions for future research section of this chapter. For now, it is
important to keep these factors in mind when reading applied implications, as they are
made based only on the knowledge of these two participants, as well as the current,
relevant literature.
The results of this study suggest that using transitional objects in treatment with
female clients who self-injure at least warrants consideration by all therapists who utilize
the transference relationship and serve a “holding” function for their clients. Although it
is unclear at this point which client characteristics make transitional objects effective in
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reducing SIB, the findings in this study support previous evidence that for some client
types, transitional objects seem to be at least a moderately efficacious treatment option.
Even when these client characteristics are better understood, this would not provide
support for the use of transitional objects by all therapists. This is because the object itself
is not significant, but rather the meaning ascribed to the object by the client based on the
therapeutic relationship. The object would only be expected to hold significance if the
therapist followed the original definition of a transitional object put forth previously in
this paper. Specifically, a transitional object must be an embodiment of both the
continuing reality of the therapeutic relationship and the continuing existence of the
therapist in his or her absence (Arthem & Madill, 1999).
As already recommended by Arthem and Madill (1999), this study adds further
support for the use of transitional objects with those who experience considerable
separation anxiety (see Mrs. Z’s ASA-27 scores suggesting adult separation anxiety
versus Ms. A’s scores which do not indicate adult separation anxiety) and/or have an
idealizing transference toward their therapists (see Mrs. Z’s participant description
indicating romantic transference toward Dr. C). The results of this study also suggest that
psychologists must find a balance between being too distant and too available (Dr. B
available by phone at all hours versus Dr. C who limited contacts to sessions and rare
phone contact at the office only). It appears that consistent with the “good enough”
mother defined by Winnicott (1953), a distant psychologist will not provide a bond strong
enough to call upon objects deeply symbolic of him- or her to comfort or self-soothe in
times of separation anxiety. Likewise, when a psychologist makes him- or herself too
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available, the client does not develop an object significant for self-soothing because the
psychologist’s actual person is what the client demands.
The present study also offers support, although to a lesser degree, for the greater
effectiveness of transitional objects for reducing self injurious behaviors in those who
experience minimal dissociation (higher DES-II scores and dissociative disorder NOS
diagnosis for Ms. A and not for Mrs. Z), had a later onset of SIB (Mrs. Z’s onset age 38
versus Ms. A’s onset age fi ve), and do not have significant histories of childhood trauma
(see participant description in Chapter II). Dissociation can range from normative
dissociation such as fantasy and daydreaming (Butler, 2006) to pathological levels such
as is seen at the most extreme level in those with dissociative identity disorder (McLewin
& Mulle”, 2006). Schwerdtfeger, Schmukle, and Egloff (2006) described dissociation as
an avoidant coping mechanism for dealing with both psychological (public speaking) and
physical (cold pressor test) pain. Numerous other researchers have found an association
between various forms of pain and the use of dissociation as a coping mechanism (Giolas
& Sanders, 1992; Russ, Clark, & Cross, 1996; Wood and Sexton, 1997).
The current literature offers a strong argument for a link between both physical
and psychological pain and the use of dissociation as a coping mechanism. Considering
the wealth of research that also makes the link between experiences of childhood trauma
and the presence of dissociation in adulthood (Brodsky et ah, 1995; Gratz et ah, 2002;
Mulder et ah, 1998), and the research citing an inability to self-soothe as a bi-product of
childhood trauma (Migdow, 2003), the present researcher hypothesizes that there is a
self-soothing component to the use of dissociation. This is important in understanding the
results of the present study in that there is also theoretically a self-soothing component to
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the use of transitional objects. Thus when practitioners are working with clients who hold
significant histories of childhood trauma, and thus need a means of self-soothing to
reduce anxiety and intrapsychic pain, the use of transitional objects may be indicated to
negate the need to dissociate. While dissociation is effective in the moment to ease
psychic pain, when it reaches pathological levels (loss of time/identity), its disruption to
life and functioning necessitates the use of alternate means of self-soothing (e.g.,
transitional objects).
Ethical Considerations
Ethical issues surrounding the use of transitional objects are not clear-cut, perhaps
in part due to the nature of the use of transitional objects as a theory-specific intervention.
Therefore, clinical opinions regarding the ethical nature and potential problems with
using transitional objects will likely vary as a result of theoretical orientation. Also,
because it is a very theory-specific intervention, the use of transitional objects is not
explicitly addressed in the code of ethics put forth for psychologists. This adds to the lack
of guidelines for psychologists who do use transitional objects. For this reason, the
following subsections are dedicated to several categories of potential concerns when
using transitional objects noted by those who use them, and those who do not. A brief
explanation of each of the concerns is provided, along with some authors who have
addressed the corresponding issue. Plowever, great detail is not permitted for this topic
and thus the interested reader may refer to citations for a more thorough review of the
ethical considerations addressed.

142

D u a l R ela tio n sh ip s

The blurring of professional boundaries imposed by transitional objects may be
construed by some as a dual relationship or as increasing the potential for a future
boundary violation. Zur and Lazarus (2002) made an important distinction between
boundary crossings and boundary violations where boundary violations involve those
actions by the therapist that are

. .harmful, exploitative, and in direct conflict with the

clients’ dignity and the integrity of the therapeutic process” (p. 6). The use of a
transitional object in therapy seems more synonymous with a boundary crossing than a
boundary violation in that it often involves a more intimate and personal connection
between client and therapist than is traditional, yet poses little risk of being exploitive or
leading to inappropriate physical intimacy. First and foremost, the client’s best interests
and needs for a “good enough mother” are at the forefront of their use. Zur and Lazarus
(2002) pointed out that rigidly sticking to professional boundaries often leads to acting in
ways that are countertherapeutic.
Giving o f Intangible Gifts
There are many choices a psychologist can make in therapy that involve giving of
some sort. There is the giving of transitional objects, but also by way of self-disclosure,
nonerotic touch, extra time, and developmental presence (Smolar, 2003). The gift of
developmental presence simply involves being with the client where he or she is at
deveiopmentally, whether that is as transference object or an empathic response that
recognizes the client’s developmental place in therapy and not simply his or her
chronological age. In each of the above-listed ways of giving, there is a lack of agreement
among professionals as to the ethic, ty of such behaviors. On one extreme are those
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professionals who state that it is never appropriate to engage in such behaviors (Epstein
& Simon, 1990) and at the other extreme are those who argue that it is unethical not to
provide those extras when they may be of therapeutic benefit (Zur & Lazarus, 2002).
When potential boundary issues arise, Hundert and Applebaum (1995) suggested that
“the ideal consultant is a widely respected senior colleague of similar orientation
(because boundary issues may differ for different therapeutic approaches)...” (p. 352).
This suggestion is pertinent to the use of transitional objects because facilitating the
internalization of a good, soothing object is a psychodynamic concept that may be less
supported by those practicing other orientations. Smolar (2003) provided a case example
in support of the giving of transitional objects and also advocated for the giving of a
variety of other intangible items, including the use of physical touch as is addressed next.
Physical Touch in Therapy
Ethical considerations for giving by way of touch are particularly relevant for the
use of transitional objects because touch is often a necessary component of the
effectiveness of transitional object use. The transitional object is theorized to evoke in the
client the feeling of being “held” by the therapist. This can be an emotional holding, often
referred to as a holding environment, or it can be a physical holding. Again there are a
range of opinions about the appropriateness of holding clients, on a continuum from
never being appropriate to the belief in complete, unrestricted expressions of touch
between therapist and client (Kertay & Reviere, 1993). Durana (1998) identified
influences over the past 40 years that have led to the increased advocacy for touch in
therapeutic relationships, including research on mothering, attachment, and early
bonding, which is particularly relevant to the present study. Many other authors have
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written about the ethics of touch in therapy including Hundert and Appelbaum, 1995, and
Gabbard and Lester, 1995. However, regardless of one’s views on the ethicality of touch
in therapy, it should be noted that the use of transitional objects does not require that the
feeling of a physical holding be transferred onto an object. It is theoretically equally
effective for a client to transfer a symbolic or psychological holding onto the object to
utilize in a self-soothing manner.
Giving and Receiving Tangible Gifts
Koocher and Keith-Speige! (1998) suggested that accepting small gifts (under
$10) is typically not unethical and can prevent the client from experiencing undue
rejection. However, they take a more stringent stance on the giving of gifts suggesting
that psychologists never do this due to the possibility of it being misinterpreted. This
poses a dilemma for the giving of transitional objects, as they are often given to the client
by the therapist, or created by the client from something that was originally in the
therapist’s office. It is the argument of the present author that the giving of gifts and the
use of transitional objects are two very different things. It is unlikely for the transitional
object to be misinterpreted because explaining its significance, purpose, and discussing
with the client how the object is used is an on-going part of its effectiveness in therapy.
The object should never be given without comment and simply not mentioned again.
Potential to Foster Dependence
Another concern expressed regarding the use of transitional objects is that they
(and other types of giving or boundary crossings) may foster dependence. Corey, Corey,
and Callanan (1998) pointed out that when counselors encourage dependence in their
clients, they are responding in a way that is unethical. However, Corey et al. (1998)
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cautioned mental health professionals not to misinterpret their statement. They further
elaborated that dependence on mental health professionals may be necessary for a time to
promote growth in clients, especially when working with clients who have an
exaggerated need for independence. Finally, Corey et al. (1998) reminded psychologists
that prolonging clients’ therapy because the therapist is having difficulty letting go of the
relationship, or because he or she needs the financial compensation, is unethical and
fosters dependence as opposed to autonomy in clients. It is the present author’s assertion
that transitional objects do just the opposite. The dependence on the therapist is
transferred onto the transitional object until the client is able to internalize the comforting
image of the therapist, thereby rendering the actual person unnecessary. If the client is
never able to create a good, internal object, then he or she will theoretically be dependent
on the therapist indefinitely.
Limitations
Internal Control
The main limitation of this study is that there was no control or measure to
provide confidence that the participating psychologists in this study were using
transitional objects consistent with their theoretical definition and purpose. It may be the
way that the transitional object is used, introduced, talked about, as well as the
relationship between the client and therapist will facilitate in the “transfer” of soothing
feelings from the therapist’s office onto the object outside of the office. This is precisely
what Arthern and Madill (1999) found in their study of therapists’ views of the
effectiveness of transitional objects in therapy regarding the importance of the process
level. They define the process as the focus on how the object emerged in treatment, as
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well as how the client utilized the object. Although the participating therapists were asked
their theoretical orientation and efforts were made to assess the therapist’s understanding
of the function of a transitional object, there were no objective means for knowing this.
Of particular concern is that neither of the psychologists identified as operating
from an exclusively psychodynamic theoretical orientation. However, they both
expressed familiarity wi th psychodynamic concepts and expressed a belief that utilizing a
transitional object in their treatment with the participating patients would not be
antithetical to the treatment they were currently doing with both Ms. A and Mrs. Z.
Because Drs. B and C regularly employ techniques comparable to transitional objects,
this researcher felt that Drs. B and C were acceptable participants.
Although the term transitional object is not used in non-psychodynamic
theoretical orientations, cognitive behavioral, behavioral, dialectical behavior, gestalt,
and interpersonal therapists give of themselves in ways such that therapy is transferred
outside the therapy office, and may be used by clients similarly to transitional objects.
Consideration of these practices is important in ascertaining the degree of the limitation
posed in the present study by utilizing psychologists who defined themselves as
cognitive-behavioral and interpersonal (Dr. B) and psychodynamic and cognitive (Dr. C).
Hundert and Appelbaum (1995) discussed the common practice of behavioral therapists
to engage in non-intimate forms of touch in public settings for therapeutic purposes. For
instance, a behavioral therapist may place his or her hands on an agoraphobic client’s
shoulders while walking down a busy street. This “holding” may be internalized and
called upon by the client during times of anxiety in crowded places similarly to the ways
in which a transitional object is called upon. Zur and Lazarus (2002) mentioned similar
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practices of behavioral therapists such as taking a plane ride with a phobic client, which
the current author perceives as an additional way of holding a client during times of
anxiety.
Therapists from a wide-range of theoretical orientations utilize other types of
giving such as self-disclosure, touch, extra time, or gifts. Cognitive (Beck & Weishaar,
2000) and behavior (Wilson, 2000) therapists give homework, which could possibly be
interpreted as a way of bringing the therapist, or at least the therapy, with clients when
they leave the office. Gestalt therapists (Yontef & Jacobs, 2000) and interpersonal
therapists (Teyber, 2000) give by being in the moment with clients. This often involves
the gift of self-disclosure and immediacy. Although less clearly transitional objects, these
techniques increase intimacy in the therapeutic relationship and may cause the client to
feel symbolically held, similarly to the function offered by the transitional object. Finally,
common practice in dialectical behavior therapy involves the use of telephone coaching
between sessions (Robins & Chapman, 2004) and daily diary cards to track target
behaviors that the client is working to change (Fruzzetti & Levensky, 2000). The
therapist’s voice from phone consultation and holding the diary card are both activities
that would theoretically serve the same purpose as a transitional object. While utilizing
psychologists who do not practice exclusively within the orientation under which the
hypotheses for this study were theoretically formulated undoubtedly constitutes a
limitation in the present study, being cognizant of the ways that cognitive and
interpersonal therapist utilize techniques similar to transitional objects lessens the
severity of this limitation.
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E xternal Validity

Although single-subject designs control for most types of internal validity by each
subject serving as his or her own control, external validity is less controlled for.
Therefore, a second limitation of this study is that the results offer limited generalizability
to other clients; particularly those who differ on many characteristics when compared to
those in the current study. Even so, it is important to note that Kazdin (1982) asserted that
aspects of single-case designs may actually serve to increase, as opposed to decrease, the
generality of the findings. One of these aspects of single-case designs is the need for
potent treatment effects in order to be observed by the less sensitive means of analyzing
this type of research (i.e., visual inspection). Considering that the treatment effects for
Mrs. Z in this study were visually observable, the significant findings for clients similar
to her may be more generalizable than would be results of a large N study showing
significant results for the “average” participant. Thus, for those clients similar to Ms. A
and Mrs. Z, some cautionary conclusions can be drawn from this single-case design that
will gain or lose support only through replication.
Of greater concern for the generality of findings in the present study is the lack of
provisions in single case designs for assessing client-treatment interactions. Kazdin
(1982) spoke to this difficulty explained in chapter II of this paper as the limitation of
“variations within participants” because if a treatment works for one participant and not
for another, there is no way of knowing what factors contributed to this difference. This
is the exact limitation posed by the disparate results of Ms. A and Mrs. Z in the present
study. Although this author has speculated about some of the causes for the contrasting
results between Ms. A and Mrs. Z in the applied implications section of this chapter,

there is no empirical way o f ascertaining the cause for the distinct effect o f transitional
objects on Ms. A when compared to Mrs. Z.

Homogeneous Sample
A separate limitation that is directly relevant to the limited generalizability of the
results in this study is the relatively homogeneous demographic make-up of the two
participants in the present study. Both are Caucasian woman that are within a roughly 10year age-range (42 and 54). Recall from Chapter I that Wei et al. (2004) found that
although attachment styles were defined by the different ethnic groups they studied in
similar ways, attachment styles were experienced by the distinct ethnic groups
differently. Specifically, Wei et al. (2004) determined that for all four ethic groups (i.e.,
Caucasian, African American, Asian American, Hispanic American) there was a
significant relationship between attachment anxiety (or insecure attachment) and negative
mood. However, for Asian Americans, while attachment anxiety was related to negabve
mood, this was not the case with avoidant attachment suggesting that anxiety is
inconsistent with their cultural values while avoidant characteristics are consistent with
cultural values and thus do not cause distress. For Caucasians and Hispanic Americans,
avoidant style was associated with negative mood, indicating that avoidant traits are not
valued within these cultures. Finally, the association between attachment anxiety and
negative mood was stronger for Asian Americans than for Caucasians and African
Americans, suggesting that the degree of the inconsistency between cultural values and
the presence of anxiety is greatest for Asian Americans.
Because attachment styles and resultant mood states are experienced differently
among different cultures, it may be that the degree of distress or mood states induced by a
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lack of emotional object constancy (an outgrowth of childhood attachment concerns)
would be experienced differently among different cultural groups. For example, for
Caucasians (as used in the present study) Wei et al.’s (2004) finding that avoidant traits
are inconsistent with cultural values may explain why an inability to feel the comfort of a
loved one in his or her absence leads to intense negative mood, thereby necessitating a
means to self-soothe (e.g., dissociation, self-injury, use of transitional object). Perhaps
Asian Americans who find avoidance an ego-syntonic state would not experience distress
as a result of an inability to symbolize an attachment figure in his or her absence.
The ego-syntonic nature of avoidant states for Asian Americans is an interesting
speculation considering the results of Hobara’s (2003) study comparing sleeping patterns
and the creation of a transitional object between children in New York City and Tokyo.
The results revealed that children in Tokyo co-slept with their primary caregivers
significantly more often, and also developed significantly fewer transitional objects,
when compared with their New York City counterparts. The lack of transitional object
creation would theoretically lead to a deficit in symbolizing loved ones that would carry
through life as a deficit in self-soothing and maintaining and enjoying mature, intimate
relationships. However, taken together with Wei et al.’s (2004) finding that attachment
avoidance was not associated with negative mood for Asian Americans, perhaps the lack
of transitional objects for Asian children would not lead to such deficits and negative
moods states at all.
Further support for the unique experience and preference for various attachment
styles based on ethnicity was offered by feminist object relations theorists in a study on
cross-cultural comparisons of mother-daughter relationships (Rastogi & Wampler, 1999).
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Rastogi and Wampler (1999) explored European American, Asian Indian American, and
Mexican American adult daughter's meaning of, preference for, and actual experience of,
closeness, reliability, and collectivism in their relationships with their mothers. Results
revealed that the Asian group was higher than the other two groups in both actual and
desired connectedness and closeness. While European women emphasized both caring
and autonomy, Asian women emphasized deferring to one’s mother, and the Mexican
women expressed a practical closeness—or comfort with being depended upon.
Of particular interest to the present study, the three groups did not differ in the
actual practice of differentiation (the opposite end of the closeness continuum) from their
mothers, but European Americans were the only ethnic group to endorse differentiation
and a low trust in the inherent hierarchy in the mother-daughter relationship as an ideal
state. Thus, the utility of transitional objects to assist in separating and individuating from
the mother may not be a process entered by children of non-European ethnicities because
the intended outcome (differentiation) is not desired. It should be noted that all but two of
Rastogi and Wampler’s (1999) participants had at least Bachelor’s degrees and thus may
not be representative of their respective cultures. Also, they looked only at the motherdaughter relationship and the desire for separation may well exist in the mother-son
relationship. Actually, the greater desire for separateness in the mother-son relationship is
exactly what one well-known object relations feminist, Nancy Chodorow, proposed
(1978; 2004), which will be reviewed next.
Criticisms o f Object Relations Theory by Feminist Object Relations Theorists
While space is not permitted in the present paper to thoroughly review the
nuances of the progression from psychoanalytic theory focused on psychosexual stages
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and concepts such as penis envy and the Oedipus complex, to the relational focus added
by object relations theorists, to the sociocultural and gender development additions
provided by feminist object relations theorists, some criticisms of standard object
relations theory by the latter is provided here. Essentially, object relations theory
corrected for many of the perceived phallocentric and sexist concepts in psychoanalytic
theory (Chodorow, 2004). The main criticism of current object relations theory is its lack
of focus on mother-as-person (Palgi-Hecker, 2005; Young-Bruehl, 1993) and lack of a
theory for gender development and the differences in the mother-daughter compared to
the mother-son relationship (Chodorow, 2004). The main criticisms of psychoanalytic
theory pertaining to the concepts of penis envy and the Oedipus complex are only
indirectly related to the topic of attachment researched in the present study and thus are
not elaborated upon here.
Young-Bruehl (1993) stated that object relations theorists have failed to take into
account the mother’s psychology, including how her psychology is affected by the social
position of women in society. One adaptation from feminist object relations theorists is
the removal of the focus on the unconscious and intrapsychic representations, which
Young-Bruehl (1993) appropriately pointed out then, looks nothing like object relations
theory at all. Instead, these intrapsychic object representations have been replaced with
actual parental presence and the social and cultural imperatives that shape, first the
parents, and then the child. Ultimately, Young-Bruehl (1993) advocated for a merging
where feminism and psychoanalysis meet half-way, with feminists acknowledging the
intrapsychic meaning of object relations and the psychoanalytic side giving closer
consideration to social and cultural influences on personality development. While neither
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the criticisms regarding gender development or lack of focus on the mother as a person
pose limitations to the present study because it was not concerned with gender
development or the participants’ mothers, these concepts were included here to provide
the scope of feminist criticisms of object relations theory. However, the removal of the
concept of intiapsychic phenomenon has a great impact on the legitimacy of the present
study, thus this concept, as well as several other criticisms of relevance to the present
study, are explored below.
Chodorow (1978) proposed that patriarchal norms in society lead to the
predominance of mothers as primary caregivers. As an outgrowth of the greater
frequency with which mothers hold the primary parenting role, daughters experience a
connectedness and lack differentiation, whereas boys seek to renounce their first love
object in order to identify with older males. Based on the role of mother as caregiver, her
own needs as person go unmet and she will, theoretically, eventually project these needs
onto her daughter. As a result, daughters learn to perceive and meet the needs of others,
and this pattern is reinvented in the adult daughter’s relationship with her own
daughter(s). It should be noted that these assertions are solely theoretical and that there is
no empirical data cited to support any of these notions. However, if there is truth to these
suppositions, then the transitional object would likely be more effective for females, as
participated in the present study, as women would be less likely to have individuated
from the primary caregiver. Based on Gratz’s (2002) finding that self-injury occurs just
as often for men as it does for women, this would leave a large gap for the treatment of
male self-injurers.
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Another feminist adaptation to object relations theory has involved the removal of
the concept of symbiosis (Silverman, 2003). Research indicating purposeful, goaldirected behavior in infants (e.g., mobile tied to foot studies, turning head to sound of
voice) is used to support this theoretical concept of differentiation from birth. Silverman
(2003) asserted that the concept of symbiosis peipetuates patriarchal notions that there is
some biological mothering component in women, thereby making them the “natural”
choice to assume the primary caretaking responsibilities. Related to this concept, of
mother as the natural caregiver, and thus the more frequent primary caregiver, Contratto
(1986) lodged the criticism that psychodynamic concepts tend to blame mothers for
pathologies in their children. Alternatively, I would propose that object relations theory
serves not to blame the mother, but rather to provide insight into the maternal bond as a
way of enhancing the client’s understanding of his or her relational and psychological
functioning.
This is precisely the method that Dr. C seemed to take with Mrs. Z when
exploring her disapproving mother and her own fears of inadequacy as a parent. Dr. C
never blamed Mrs. Z or accused her of being a bad mother, but rather provided her
insight and understanding based on the unmet needs that she suffered from her own
parenting. Furthermore, the focus was not solely on Mrs. Z’s mother. In the case of Mrs.
Z, it seems that her father was the primary caregiver, thus the repeated themes of
boundary difficulties (dad treated her more as a spouse) and guilt (dad expected
perfection and enforced strict religious doctrine) throughout her therapy. Her insecure
attachment with her father may also explain her continued quest for male empathy sought
through male therapists, her pastor, psychiatrist, Dr. C, and her boyfriend. The need to
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internalize a "‘good enough father” in the case o f Mrs. Z may explain in part why having a
male psychologist led to the moderate success o f the transitional object in reducing her
self-injurious behaviors.

Finally, the legitimacy of symbiosis and the presence of intrapsychic object
relations are paramount to the theoretical rationale and applied relevance of the present
study. Without the phenomenon of a symbiotic fusion between primary caregiver and
infant at birth, there would be no need for the primary task between the ages of six
months and two years—separation and individuation—providing the backbone for the
rationale in the present study. Similarly without intrapsychic object representations, the
supposition that transitional objects help to internalize soothing objects that were not
successfully internalized in infancy becomes a mute point.
While much of the criticisms and limitations based on the homogeneous sample
used in the present study regarding ethnicity are grounded in research, the criticisms from
feminist theory seem less empirical and more theoretical. Even so, both of these areas
may well pose legitimate threats to the applicability of object relations theory for diverse
client populations. It is my belief that the concept of separation and individuation, as well
as the utility of transitional objects for some ethnically diverse groups, is greatly
challenged by the research cited above, at least for ethnically diverse clients who espouse
traditional values within their native cultures. It seems that the feminist arguments against
the utility of a variety of object relations notions are quite weak at this stage and pose
much less of a limitation to the present findings. It is also of note that in my quest for
articles on feminist critiques of object relations theory, I found many more articles
written by feminist theorists that support the use of merging feminist and object relations

theories, and see more similarities than differences, within their theoretical tenets and

values (Gardiner, 1992; Keamey-Cooke & Striegel-Moore, 1994; Young-Bruehl, 1993
Length o f Study
The length of the study serves as another limitation—especially when considering
the theoretical basis from which this research question was formulated. A longitudinal
design of at least three years would be ideal for this type of research question. Due to the
practicality of time constraints on the present paper, the results will only provide an
initial look at the effects of using transitional objects on reducing self-injurious
behaviors. The entire process outlined in the introduction of this paper (i.e., going from
the introduction of a transitional object, to using it for soothing, to internalizing these
comforting aspects, to then being able soothe oneself in times of anxiety and distress),
can take anywhere from three to nine (or perhaps more) years (Arthern & Madill, 2002).
However, the client does not necessarily need to internalize these good and comforting
features in order for the object to provide comfort, reduce tension, and ultimately reduce
self-injurious behaviors. Even if the client still requires the physical presence of the
object, or is still attributing the comfort to something outside of his or herself, or to the
therapist, it will still be serving a purpose. This study was unfortunately only able to
demonstrate the initial effects of transitional object use in therapy with those who selfinjure.
Data Evaluation
A final concern is a limitation inherent to single-case designs; notably the lack of
clear-cut decision rules for data evaluation via visual inspection (Kazdin, 1982). This
problem was exacerbated in the present study in that visual and statistical analysis
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revealed discrepant results for Mrs. Z. Although I attempted to be unbiased in the
'‘researcher judgment” required to analyze the data, I cannot deny adherence to the theory
under which the hypotheses were formulated and a professional desire to find support for
them. While it was my judgment to find visual support for hypothesis one for both
participants, some support for three of the four visual inspection criterion for Mrs. A, and
full support for three of the four visual inspection criteria for Mrs. Z, another researcher
may disagree with this determination. The tables provided in chapter III, as well as the
graphs plotting SIB for Ms. A and Mrs. Z should help each reader to make his or her own
judgment regarding the efficacy of transitional objects for both Ms. A and Mrs. Z.
Although I have not seen this recommendation in the literature, this limitation could be
lessened by have independent judges, blind to the treatment conditions, visually inspect
the data for comparison purposes. This limitation may be attenuated somewhat in many
studies because there is often more than one investigator involved.
Directions for Future Research
First and foremost, future research needs to follow clients in a longitudinal
fashion that extends the duration of their treatment. This way, the entire process of how,
or if, a transitional object is effective can be fully understood. Additionally, other
variables could be studied besides simply the reduction of instances of self-injurious
behaviors. Based on the importance of dissociation suggested by the finding in this study
for both Ms. A and Mrs. Z, dissociative experiences are a valuable variable to track
throughout a longitudinal study in order to better understand the relationship between
reduction in dissociation and reductions in self-injury and vise versa. By doing a
longitudinal study, the timeline for reducing or eliminating self-injurious behaviors
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would be better understood, thereby helping practitioners and clients make realistic
expectations about the course of treatment. Based on the reviewed literature and the
findings in the present study, I propose that a longitudinal study may reveal a causal
pathway that goes from (a) the introduction of the transitional object causing a decreased
need to dissociate to (b) actually feeling the intense emotions because one is not split-off
from the self through dissociation to (c) a need to self-soothe from this increased
experience of true, painful emotion to (d) increased reliance on the transitional object as
symbol of the comfort provided by the therapeutic relationship to (e) internalization of a
positive relationship (i.e., therapist) and the accompanying feelings of stability to (f) the
ability to “hold” the therapist and feelings of comfort without the use of the object. From
stages “d” and beyond, there would hypothetically also be a concurrent decrease in selfinjury, culminating in an elimination of self-injury once the client was well into stage “f.”
Since the very purpose of single-subject designs is to gain an intricate
understanding of specific phenomena in one individual, in order to then try to apply it
more broadly, further studies should be done with this interest, in mind. If transitional
objects demonstrate effectiveness in numerous types of clients and situations, then
stronger claims can be made for its overall effectiveness. This would be a slow and
arduous, yet important and rewarding process, for both researchers and the psychologists
and clients who would participate in the studies and who would benefit from the findings.
Each replication of the preceding study would need to hold many variables constant to
that study, while adding only slight variations in order to tease out the characteristics
central to the efficacy of the transitional object. For example, at this early stage in
research, a replication of the present study would want to hold all demographic,

159

diagnostic, and therapeutic relationship characteristics of participants similar to those in
the present study while altering no more than two psychological characteristics—and to a
minimal degree. For example, as stated above, levels of dissociation and perhaps the
presence of significant trauma history seem to be important psychological variables in the
present study. Thus a replication would want to examine participants who have slightly
more or less experiences of dissociation or slight variations in abuse history such as one
perpetrator versus two or incest versus non-familial molestation. After sufficient single
case design studies have been done on this topic such that the type of client and specific
uses of transitional objects are well understood for decreasing SIB, then replication
should be done at a larger scale to allow for greater generalizability and the investigation
of client-treatment interaction effects.
The applied implications section above offers some additional potential areas for
further research based on the findings from this study indicating the greater effectiveness
of transitional objects for reducing SIB in those with attachment difficulty, idealizing
transference toward the therapist, later age of onset for SIB, minimal dissociation, and
absence of significant traumatic childhood experiences. Within the therapeutic
relationship, it seems that a balance between being emotionally detached and too
available can also facilitate the effectiveness of transitional objects to reduce SIB. An
additional aspect of the therapeutic relationship that may benefit from further study is the
client versus therapist initiation of the transitional object. Considering previous anecdotal
reports (Hunter, 1998: Os, 1991) of client-initiated transitional objects and the result’s of
Arthern and Madill’s (1999) study supporting the use of client-initiated transitional
objects, the therapist-initiation of transitional objects in the present study may account for
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its minimal and moderate effectiveness in reducing SIB for Ms. A and Mrs. Z,
respectively.
Finally, for those interested in treating SIB specifically from a psychodynamic
perspective, collecting data on the East coast or other geographical location more
inundated with dynamic therapists in order to control for external validity may be
indicated. In the present study, although the rationale is heavily grounded in
psychodynamic theory, it is less clear that the actual practice of transitional object use
within the therapeutic relationships were consistent with its theoretical formulations.
Another way of examining the adherence to psychodynamic principles would be to
identify both the psychologists and the clients as participants and thus collect data from
both. Future researchers may also consider adding a qualitative component to their
studies such that transcripts of sessions or interviews with the psychologists where the
transitional object was introduced, as well as when it was discussed throughout treatment,
could be obtained.
Conclusions
This study examined the effectiveness of transitional objects in reducing selfinjurious behaviors from a psychodynamic theoretical perspective through two single
case designs with middle-aged women. The results were inconclusive in that the
transitional object appeared to have reduced SIB for both participants, but reductions
were clearly visually potent for only one participant and statistically and clinically
significant for neither participant. This chapter examined the results of this study as they
pertain to the idiosyncrasies of each participant and their therapeutic relationships.
Results suggest that the following client characteristics relate positively to the
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effectiveness of transitional objects in reducing self-injurious behaviors: minimal
dissociation, adult separation anxiety, borderline personality disorder, absence of severe
childhood trauma, later (age 24 and beyond) onset of SIB, and an idealizing transference
toward the therapist. One factor within the therapeutic relationship that appears related to
the efficacy of transitional objects for reducing SIB is an optimal balance between an
emotionally detached and a too available therapist. Due to the theory-driven nature of this
study, ethical considerations for the use of transitional objects are offered for all
practitioners to consider. In addition, examples of common practices in non
psychodynamic treatment approaches are offered that bear resemblance to the use of
transitional objects,
A major limitation of this study is a discrepancy between the theoretical
orientations endorsed by the participating psychologists and the theoretical orientation
under which the premise for the current study was based. Other limitations of the present
study are those inherent to single-case designs such as limited generalizability, lack of
controls for external validity, lack of agreed upon data evaluation methods, and inability
to decipher client-treatment interactions. Several suggestions for future research are
offered; some of which mitigate against the cited limitations in this study, notably—
replication. Other suggestions for future research include longitudinal studies and the
addition of a qualitative component to better understand client and therapist
characteristics that contribute to the efficacious use of transitional objects in treatment for
self-injury. While no strong claims can be made for any treatment approach based on the
results of one study, the minimal decrease in SIB for one participant, and the visually and
statistically significant decrease in SIB for the other participant in the present study
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warrant continued research and the consideration of utilizing transitional objects in
treatment by clinicians who work with those who self-injure.
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APPENDICES

APPENDIX A

ADULT SEPARATION ANXIETY QUESTIONNAIRE
ASA-27
The following statements refer to symptoms that you might have experienced as an adult
(over the age of 18 years). Please tick the appropriate brackets for each item, according to
whether you have experienced any of these symptoms. Please remember to answer all
questions.
This happens This happens This happens This has never
very often
fairly often occasionally
happened
1.

Have you felt more secure at
home when you are with
people that, are close to you?

(

)

( )

( )

(

)

2.

Have you experienced
difficulty in staying away
from home for several hours
at a time?

(

)

( )

( )

(

)

3.

Have you been carrying
around something in your
purse or wallet that gives
you a sense of security or
comfort?

(

)

( )

( )

(

)

4.

Have you experienced
extreme stress before leaving
home to go on a long trip?

(

)

( )

( )

(

)

5.

Have you suffered from
nightmares or dreams about
being separated from
someone close to you?

(

)

( )

( )

(

)

6.

Have you experienced
extreme stress before leaving
someone close to you when
going away on a trip?

(

)

( )

( )

(

)
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This happens This happens This happens This has never
happened
occasionally
fairly often
very often

7.

Have you become very upset
when your usual daily
routine is disrupted?

(

)

(

)

(

)

8.

Have you been worried
about the intensity of your
relationship with those
people closest to you, eg.
that you are too strongly
attached?

(

)

(

)

( )

(

)

9.

Have you experienced
symptoms such as
headaches, stomach-aches or
nausea (or other) before
leaving for work or other
regular activity outside the
home?

(

)

(

)

( )

(

)

10.

Do you find that you talk a
lot in order to keep people
close to you?

(

)

(

)

( )

(

)

11. Have you been especially
concerned about where
people close to you are going
when you are separated from
them, eg. when you leave
them to go to work or go out
of the house?

(

)

(

)

( )

(

)

12.

Have you experienced difficulty
in sleeping alone at night, eg. is
your sleep better if someone
close to you is in the house?

(

)

(

)

(

)

(

)

13.

Have you noticed that you are
better able to go off to sleep if
you can hear the voices of
people you are close to or the
sound of the TV or the radio?

(

)

(

)

(

)

(

)

14.

Have you become very
distressed when thinking about
being away from people that are
close to you?

(

)

(

)

(

)

(

)
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(

This happens This happens This happens This has never
very often
fairly often
occasionally
happened
15.

Have you suffered from
nightmares or dreams about
being away from home?

16.

Have you been worrying a lot
about people close to you
coming to serious harm, for
example, meeting with a car
accident, or suffering from a
fatal illness?

(

17.

Have you become very upset
with changes to your usual
daily routine if they interfere
with your contact with persons
close to you?

(

18.

Have you been worrying a lot
about people you care about
leaving you?

(

)

(

)

(

)

( )

19.

Have you found that you sleep
better if the lights are on in the
house or in the bedroom?

(

)

(

)

(

)

( )

20.

Have you tried to avoid
being at home alone
especially when people close
to you are out?

(

)

(

)

(

)

( )

21.

Have you suffered from sudden
bouts of anxiety or panic
attacks (eg. sudden shaking,
sweating, shortness of breath,
pounding heart) when thinking
about leaving people close to
you or about them leaving you?

(

)

(

)

(

)

( )

22.

Have you found that you get
anxious if you do not speak to
people that are close to you on
the telephone regularly, eg.
daily?

(

)

(

)

(

)

( )

23.

Have you been afraid that you
would not be able to cope or
could not go on if someone you
cared about left you?

(

)

(

)

(

(

)

( )

(

)

(

)

)

( )

(

)

(

)

)

(

(

)

(

)
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)

)

(

)

This happens This happens This happens This has never
fairly often occasionally
happened
very often
24.

Have you suffered from sudden
bouts of anxiety or panic
attacks (eg. sudden shaking,
sweating, shortness or breath,
pounding heart) when separated
from people close to you?

( )

( )

( )

( )

25.

Have you been worrying a lot
about possible events that may
separate you from those close to
you eg. because of work
requirements?

( )

( )

( )

( )

26.

Have people close to you
mentioned that you ‘talk a
lot’?

( )

( )

( )

( )

27.

Have you been worrying that
your relationships with some
people are so close that it
may cause them problems?

( )

( )

( )

( )
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APPENDIX B

RECIPROCAL ATTACHMENT QUESTIONNAIRE
Reciprocal Attachment Questionnaire
Instructions
On the following pages you will find a series of statements. In each instance, you are
asked to rate how strongly you agree that the statement is typical of you.
Look at the following examples:
Strongly
Disagree
1. At parties, I like to talk to everyone...................................1
2

3

Strongly
Agree
4
5

2. I like to spend most of my time alone................................ 1

3

4

2

5

The person by answering the first statement with a "5", indicated that he/she strongly
agreed with the statement "At parties, I like to talk to everyone". In the second example,
the person disagreed with the statement "I like to spend most of my time alone". You
might have circled different numbers in the
space next to each statement.
In this questionnaire, you will find questions about your relationship to one special
person in your life.
We call this special person your "attachment figure".
By attachment figure, we mean:
- Most likely, the person you are living with or romantically involved with.
- The person you'd be most likely to turn to for comfort, help, advice, love or
understanding.
- The person you'd be most likely to depend on, and who may depend on you for some
things.
Your attachment figure may be your husband or wife, boyfriend or girlfriend, or another
special friend.
You may have several people in your life whom you are close to in different ways, or it
may be difficult
to think of one person who means that much to you.
To answer the following questions, think of the person you feel closest to right now. This
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person is your attachment figure, even if the descriptions don't all seem to quite fit.

is there someone in your life right now whom you would describe as your
attachment figure?
______Yes
______No (IF YOU DO NOT HAVE AN ATTACHMENT FIGURE,
PLEASE GO TO PAGE 6, SKIPPING ALL OF THE
QUESTIONS INBETWEEN).
Relationship to your attachment figure:
My attachment figure is m y______________________________________ .
*********************##*#*************************
The questions about your relationship with your attachment figure begin on the next
page. Please think about each question and answer carefully, but do not worry' if some
questions are hard to answer exactly.
Do the best you can and trust your own judgments.
Remember, this questionnaire is not a test; there are no right or wrong answers. The
questions simply describe different relationships. Thank you for your help.
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1_________ ______ 2________________ 3_________________ 4__
strongly
disagree
somewhat agree
agree
disagree
and somewhat agree

1.

_________ 5
strongly
agree

I turn to my attachment figure for many things, including
Comfort and reassurance.......................................................

1

2

3 4 5

I wish there was less anger in my relationship with my
Attachment figure..................................................................

1

2

3 4 5

3.

I put my attachment figure’s needs before my own.............

1

2

3 4 5

4.

My life is so full of problems that I have to depend a lot on
my attachment figure...........................................................

1

2

3 4 5

I get frustrated when my attachment figure is not around as
as much as I would like.........................................................

1

2

3 4 5

6.

I feel it is best not to depend on my attachment figure.........

1

2

3 4 5

7.

1 try to anticipate my attachment figure’s needs...................

1

2

3 4 5

8.

I want to get close to my attachment figure, but
I keep pulling back.................................................................

1

2

3 4 5

It’s hard for me to believe that I’ll always have my
attachment figure’s love.........................................................

1

2

3 4 5

10. I often feel too dependent on my attachment figure.............

1

2

3 4 5

11. I feel comfortable with my attachment figure going
away for a few days...............................................................

1

2

3 4

12. I can’t get on with my work if my attachment figure
Has a problem........................................................................

1

2

3 4 5

13. I worry about losing my attachment figure...........................

1

2

3 4 5

14. I’m confident that my attachment figure will listen to me....

1 2

15. I know better than to ever expect my attachment figure
to take my worries seriously................................ ................

1

16.

1

2.

5.

9.

I enjoy taking care of my attachment figure.........................
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3

5

4

5

2

3 4

5

2

3 4

5

strongly
disagree
17.

___2_______________ 3_______
disagree
somewhat agree
and somewhat agree

_ 4 ______________ 5
agree
strongly
agree

If I make a decision, I always check it out with my
attachment figure..............................................................

1

2

3

4 5

18. I enjoy helping my attachment figure whenever I can....

1

2

3

4 5

19. I don’t object when my attachment figure goes away for
a few days.........................................................................

1

2

3

4 5

20. I’m confident that my attachment figure will try to
understand my feelings....................................................

1

2

3

4 5

2

3

4

21. I wish that I could be a child again and be taken care of
by my attachment figure..................................................

5

22. I’m not the type to be a “martyr” for my attachment figure..

1

2

3

4 5

23. I worry that my attachment figure will let me down............

1

2,

3

4 5

24. I wouldn't want my attachment figure relying on me...........

1

2

3

4 5

25. I resent it when my attachment figure spends time away
from me..................................................................................

1

2

3

4 5

26. I have to have my attachment figure with me when I'm
upset........................................................................................

1

2

3

4 5

27. I have to force myself to keep going when attachment
figure is absent........................................................................

1

2

3

4 5

28. I rely on myself and not my attachment figure to solve my
problems.................................................................................

1

2

3

4 5

When I'm upset, I am confident my attachment figure will
be there to listen to me...........................................................

1

2

3

4 5

30. I find it difficult to imagine turning to my attachment figure
for help...................................................................................

1

2

3

4 5

31. I usually discuss my problems and concerns with my
attachment figure....................................................................

1

2

3

4 5

29.
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1________________ 2________________ 3___ ______________ 4__
strongly
disagree
somewhat agree
agree
disagree
and somewhat agree

strongly
agree

32. I sympathize with my attachment figure when he/she is
upset........................ ...............................................................

2

3

4

5

33. I feel abandoned when my attachment figure is away for a
few days.................................................................................

2

3

4

5

34. I have a terrible fear that my relationship with my
attachment figure will end.....................................................

2

3

4

5

35. 1 do not need my attachment figure to take care of me.........

2

3

4

5

36. My attachment figure only seems to notice me when I am
angry.......................................................................................

2

3

4

5

37. I talk things over with my attachment figure........................

2

3

4

5

38. The further I am from my attachment figure, the more
insecure I feel.........................................................................

2

3

4

5

1

39. When I'm upset, the most important thing is to be with my
attachment figure...................................................................

2

3

4

5

40. It's easy for me to be affectionate with my attachment
figure......................................................................................

2

3

4

5

41. I expect my attachment figure to take care of his/her own
problems.................................................................................

2

3

4

5

42. I'm afraid that I will lose my attachment figure's love..........

2

3

4

5

1
j.
I

43. I feel lost if I'm upset and my attachment figure is not
around.....................................................................................

2

3

4

5

44. I'm furious that I don't get any comfort from my attachment
figure......................................................................................

2

3

4

5

45. Being with my attachment figure is my only security...........

2

3

4

5

46. I'm so used to doing things on my own that I don't ask my
attachment figure for help......................................................

2

3

4

5
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1________________ 2______________ _3_________________ 4___________ ___ 5
strongly
disagree
somewhat agree
agree
strongly
disagree
and somewhat agree
agree

47. I'm confident that my attachment figure will always love
me...........................................................................................

1 2

3 4

5

I'm never certain about what I should do until I talk to my
attachment figure....................................................................

1 2

3 4

5

49. I would be helpless without my attachment figure...............

1 2

3 4

5

50. Things have to be really bad for me to ask my attachment
figure for help.........................................................................

1 2

3 4

5

51. I get really angry at my attachment figure because I think
he/she could make more time for me....................................

1 2

3 4

5

52. It bothers me that I can't seem to get close to my attachment
figure.......................................................................................

1 2

3 4

5

53. I often feel angry with my attachment figure without
knowing why..........................................................................

1 2

3 4

5

54. I'm not likely to run to my attachment figure every time I
get upset..................................................................................

1 2

3 4

5

55. Taking care of my attachment figure is not my mission in
life...........................................................................................

1 2

3 4

5

56. I feel that the hardest thing to do is tostand on my own........

1 2

3 4

5

I feel that there is something wrong with me because I’m
remote from my attachment figure........................................

1 2

3 4

5

58. I can count on my attachment figure to be available if I
need him/her...........................................................................

1 2

3 4

5

59. I'm quite capable of organizing my own life.........................

1 2

3 4

5

60. I protest strongly when my attachment figure leaves on a
trip..........................................................................................

1 2

3 4

5

61. I would turn away if my attachment figure asked me for
advice.....................................................................................

1 2

3 4

5

48.

57
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1________________ 2________________ 3_________________ 4__
strongly
disagree
somewhat agree
agree
disagree
and somewhat agree

62.

_________ 5
strongly
agree

When my attachment figure feels insecure, I try to reassure
him/her..................................................................................

1 2

3 4 5

63. I resent having to handle problems on my own because my
attachment figure is often unavailable..................................

1 2

3 4 5

64. I can motivate myself when my attachment figure is away
on a short trip.........................................................................

1

2

3

4 5

65. I don't make a fuss over my attachment figure.....................

1

2

3

4 5

66. I enjoy being close to my attachment figure........................

1

2

3

4 5

67. When my attachment figure needs to talk, he/she can count
on me.....................................................................................

1

2

3

4 5

68. I don't sacrifice my own needs for the benefit of my
attachment figure..................................................................

1

2

3

4 5

69. I only turn to my attachment figure when I absolutely have
to............................................................................................

1

2

3

4 5

70. My attachment figure is always disappointing me...............

1

2

3

4 5

71. I want to be available when my attachment figure needs
me..........................................................................................

1 2

72. I feel much more insecure when my attachment figure is
away..... ................................................................................

1

2

3

4 5

73. When I am anxious I desperately need to be close to my
attachment figure..................................................................

1

2

3

4 5

74. It makes me feel important to be able to do things for my
attachment figure..................................................................

1

2

3

4 5

75. I get annoyed at my attachment figure because it seems I
have to demand his/her caring and support..........................

1

2

3

4 5

3 4

5

THANK YOU.
THIS COMPLETES THE QUESTIONNAIRE FOR THOSE WHO CURRENTLY
HAVE AN ATTACHMENT FIGURE.

Page 6: If You Do Not Currently Have An Attachment Figure
1_______________2_______________ 3________________ 4______________ 5
strongly
disagree
somewhat agree
agree
strongly
disagree
and somewhat agree
agree

1.

1 get "cold feet" when someone expects to be close to me...

1 2

3

4

5

2.

I am always looking for someone special to make me feel
secure..................................................................................

1 7

3 4

5

3.

I feel it's a sign of weakness to ask others for help...............

1 2

3

4

5

4.

It bothers me that I don't have any close friends...................

1 2

3

4

5

5.

I'm afraid that if I care for someone I won't get a response
back..................................................................................
In close relationships, I reach a point where I want to retain
distance..................................................................................

1 2

3

4

5

1 2

3

4

5

6.
7.

Being with others makes me feel more secure......................

1 2

3

4

5

8.

I wish there was someone close who needed me..................

1 2

3

4

5

9.

I always feel that I can never make someone understand
how I feel...............................................................................

1 2

3

4

5

10. I've always been afraid of getting close to others................

1 2

3

4

5

11. I get my sense of security from myself................................

1 2

3

4

5

12. I turn to other people for comfort and reassurance...............

1 2

3

4

5

13. I feel that I'm cold to others..................................................

1 2

3

4

5

14. I would like to be good friends with someone.....................

1 2

3

4

5

15. Caring for someone would make me feel weak and
exhausted.. ..........................................................................

1 2

3

4

5

16. I've broken up a relationship for fear of getting hurt............

1 2

3

4

5

17. It upsets me that I have no close friends...............................

1 2

3

4

5

18. Being close to someone makes me think of suffocation.......

1 2

3

4

5

176

1________________ 2________________ 3_________________ 4_______________ 5
strongly
disagree
somewhat agree
agree
strongly
disagree
and somewhat agree
agree

19. My friends make me feel secure...........................................

1

2 3

4 5

20. I long for someone to share my feelings with.......................

1

2 3

4 5

21. I don't let anyone get close to me..........................................

1

2 3

4 5

22. My strength comes only from myself...................................

1

2 3

4 5

23. I don't need anyone...............................................................

1

2 3

4 5

24. I wouldn't want to share my life with anyone.......................

1

2 3

4 5

25. I will never feel really secure until I have someone special
in my life...............................................................................

1 2

26. I'm afraid to chance showing that I want tobe cared for......

1

2 3

4 5

27. I would be lost without a close friend...................................

1

2 3

4 5

28. I take great pride in not needing anyone...............................

1

2 3

4 5

with someone.........................................................................

1

2 3

4 5

30. I feel like I'm hiding from others..........................................

1

2 3

4 5

31. Close friends are important to me........................................

1

2 3

4 5

32. I always do something to block further involvement with
someone.................................................................................

1

2 3

4 5

33. I wish that I had a single, lasting relationship.......................

1

2 3

4 5

34. I'm afraid of getting close to others.......................................

1

2 3

4 5

35. Even when I've had someone special, I can't get in touch
with him/her...........................................................................

1

2 3

4 5

36. I'm so used to doing things on my own that I don't ask
others for help........................................................................

1

2 3

4 5

29.

3

4

5

I would lose my feeling of security if! had to share my life
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1________________ 2_______ ________ 3_________________ 4__________ _____ 5
strongly
disagree
somewhat agree
agree
strongly
disagree
and somewhat agree
agree

37. I have a hard time giving affection to someone....................
38.

1

2

3

4 5

1 2

3

4 5

I'm afraid to care for someone because I would lose
myself...................................................................................
39. I sometimes wonder: "Why doesn't someone findme"?........

1

2

3

4 5

40. I've built a wall around myself...........................................

1

2

3

4 5

41. I would be uncomfortable being a close friend to
someone.................................................................................

1

2 3

4 5

Whenever I feel myself getting close to someone, 1 push
them away..............................................................................

1

2 3

4 5

43. You've got to be able to survive on your own......................

1

2

3

4 5

44. I hold myself back in close relationships..............................

1

2

3

4 5

45. I don't worry about being hurt in close relationships............

1

2

3

4 5

46. When I'm upset, I wish that I could talk things over with a
close friend............................................................................

1

2 3

4 5

47. Having someone special would make me feel more
secure.....................................................................................

1

2

3

4 5

48. I look to others for support....................................................

1

2

3

4 5

49. I feel that there's something wrong with me because I can’t
seem to care for someone else...............................................

1

2

3

4 5

50. I'm reluctant to get close to others........................................

1

2

3

4 5

51. I feel it best never to depend on any one person...................

1

2

3

4 5

52. I only feel secure when I'm by myself..................................

1

2

3

4 5

53. Needing someone makes me feel weak................................

1

2

3

4 5

54. I wish I had someone with whom I could share my whole
life........ j................................................................................

1

2

3

4

42.
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5

1________________ 2________________ 3_________________ 4_______________ 5
strongly
disagree
somewhat agree
agree
strongly
disagree
and somewhat agree
agree

55.

I wouldn't want someone relying on me...............................

1 2

3

4

5

56. It bothers me that I have no close ties to anyone...................

1 2

3

4

5

57. Closeness to others frightens me because they may reject
me...........................................................................................

1 2

3

4

5

58. I don't need close friends.......................................................

1 2

3

4

5

59. When someone wants to be close to me, I feel like
screaming, "Leave me alone"................................................

1 2

3

4

5

THANK YOU.
THIS COMPLETES THE QUESTIONNAIRE FOR THOSE WHO DO NOT
CURRENTLY HAVE AN ATTACHMENT FIGURE.

APPENDIX C
SELF-INJURY SURVEY
Section I
Name___________________________

Date______________________

A. Have you ever made a serious suicide attempt (i.e., with intent to end your life)?
Yes_______

No_______

B. How many times in your life?______times
C. Please identify the times you have made a serious attempt (i.e., with the intent to end
you life).
Method

Age

Section II
Sometimes people deliberately try to hurt themselves
Please identify the frequency of the following self-harm behaviors that were done on
purpose with the intention of hurting yourself
No

Yes

Approximately
how many
times in your
lifetime?

Is this
painful
for you?
Yes No

1.

Cut yourself with a
sharp object

2.

Scratched yourself
to the point of
drawing blood

3.

Hit yourself

4.

Burned yourself

5.

Picked areas of
your body to the
point of drawing
blood

6.

Banged your head,
arms, or legs to the
point of bruising

7.

Pulled your hair

8.

Chewed the inside
of your mouth to
the point of
bleeding

9.

Hurt yourself while
masturbating

10.

Cut, burned, or
scratched your
genitals
Picked at wounds

11.
12.

Carved words on
skin

13.

Other damage to
body specify_____

How
many
times in
the last 3
months

Age at first
incidence

Age at last
incidence

Section III
Thinking about your most recent episode of self-mutilative behavior recorded above in
Section II, please answer the following:
A. Would you say that you injured yourseif for any of the reasons on the list and if so,
please check the relevant answers:
1) ___To stop bad feelings
2 ) __ To communicate or let others know how desperate you were
3 ) ___To get help
4) ___ To get into a hospital or treatment program
5 ) __ To die
6 ) __ To feel something, even if it was pain
7 ) __ To punish yourself
8 ) __ To get a vacation from having to try so hard
9 ) __ To get out of doing something
10) ___To make others feel needed
11) __ To prove to yourself that things really were bad and it was ok to feel as
bad as you did
12) __ To give you something - anything - to do
13) ___ To get other people to act differently or change
14) __ To get back at or hurt someone
15) __ So that others would be better off
16)
To get away or escane
17) __ Other:__________ '__________________________________________
B. At your last episode of self-mutilative noted in Section II, were you taken to any of
these places or did you turn to any of these places or people for help? Please check
the relevant answers:
1. ___Hospital Emergency Room (Received Treatment)
2 . ___Hospital Emergency Room (No treatment received)
3 . ___Hospital Medical Floor
4 . ___A doctor
5 . __ A psychotherapist
6 . ___Inpatient, Psychiatric Unit
7 . ___Crisis Service
8 . __ Co-worker (other student)
9 . ___Supervisor (teacher)
10. __Neighbor
11. __Friend
12. __Relative
13. __Intensive Care Unit
14. __Other (please specify:________________________________________ )

C. What was your physical condition following this episode of self-mutilative behavior.
Please check the relevant answers:
1. ____Had no effect/hardly any effect
2 . ____Had moderate effect (e.g., a cut or gash, but not requiring stitches)
3 . ___Cut deep enough to require sutures
4 . ___Shot/severed a limb (arm or foot)
D. Were you drinking prior to this episode of self-mutilative behavior
Yes

No
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APPENDIX D
DISSOCIATIVE EXPERIENCES SCALE-II
Directions
This questionnaire consists of twenty-eight questions about experiences that you may
have in your daily life. We are interested in how often you have these experiences. It is
important, however, that your answers show how often these experiences happen to you
when you are not under the influence of alcohol or drugs.
To answer the questions, please determine to what degree the experience described in the
question applies to you and circle the number to show what percentage of the time you
have the experience.
EXAMPLE
0%
10
(never)

20

30

40

50

60

70

80

90

100%
(always)

Please begin the survey below on this page.
Thank you.

Date________________ Age________

Sex____M _____F

1. Some people have the experience of driving or riding in a car or bus or subway and
suddenly realizing that they don’t remember what has happened during all or part of
the trip. Circle a number to show what percentage of the time this happens to you.
0%

10

20

30 40

50

60

70

80

90

100%

2. Some people find that sometimes they are listening to someone talk and they
suddenly realize that they did not hear part or all of what was said.Circle a number to
show what percentage of the time this happens to you.
0%

10

20

30

40

50

60

70

80

90

100%

3. Some people have the experience of finding themselves in a place and having no idea
how they got there. Circle a number to show what percentage of the time this happens
to you.
0%

10

20

30 40

50

60

70

80

90

100%

4. Some people have the experience of finding themselves dressed in clothes that they
don’t remember putting on. Circle a number to show what percentage of the time this
happens to you.
0%

10

20

30 40

50

60

70

80

90

100%

5. Some people have the experience of finding new things among their belongings that
they do not remember buying. Circle a number to show what percentage of the time
this happens to you.
0%

10

20

30 40

50

60

70

80

90

100%

6. Some people sometimes find that they are approached by people that they do not
know who call them by another name or insist that they have met them before. Circle
a number to show what percentage of the time this happens to you.
0% 10 20
30 40
50 60
70 80
90 100%
7. Some people sometimes have the experience of feeling as though they are standing
next to themselves or watching themselves do something and they actually see
themselves as if they were looking at another person. Circle a number to show what
percentage of the time this happens to you.
0%
8.

20

30 40

50 60

70 80

90

100%

Some people are told that they sometimes do not recognize friends or family
members. Circle a number to show what percentage of the time this happens to you.
0%

9.

10

10

20

30 40

50 60

70 80

90

100%

Some people find that they have no memory for some important events in their lives
(for example, a wedding or graduation). Circle a number to show what percentage of
the time this happens to you.
0%

10

20

30 40

50 60

70 80

90

100%

10. Some people have the experience of being accused of lying when they do not think
that they have lied. Circle a number to show what percentage of the time this happens
to you.
0%

10

20

30

40

50

60

70

80

90

100%

11. Some people have the experience of looking in a mirror and not recognizing
themselves. Circle a number to show what percentage of the time this happens to you.
0%

10

20

30 40

50 60

70

80

90

100%

12. Some people have the experience of feeling that other people, objects, and the world
around them are not real. Circle a number to show what percentage of the time this
happens to you.
0%

10

20

30 40

50 60

70

80

90

100%

13. Some people have the experience of feeling that their body does not seem to belong
to them. Circle a number to show what percentage of the time this happens to you.
0%

10

20

30 40

50 60

70

80

90

100%

14. Some people have the experience of sometimes remembering a past event so vividly
that they feel as if they were reliving that event. Circle a number to show what
percentage of the time this happens to you.
0%

10

20

30 40

50 60

70

80

90

100%

15. Some people have the experience of not being sure whether things that they
remember happening really did happen or whether they just dreamed them. Circle a
number to show what percentage of the time this happens to you.
0%

10

20

30 40

50 60

70

80

90

100%

16. Some people have the experience of being in a familiar place but finding it strange
and unfamiliar. Circle a number to show what percentage of the time this happens to
you.
0%

10

20

30 40

50 60

70

80

90

100%

17. Some people find that when they are watching television or a movie they become so
absorbed in the story that they are unaware of other events happening around them.
Circle a number to show what percentage of the time this happens to you.
0%

10

20

30 40

50 60

70

80

90

100%

18. Some people find that they become so involved in a fantasy or daydream that it feels
as though it were really happening to them. Circle a number to show what percentage
of the time this happens to you.
0%

10

20

30

40

50

60

70

80

90

100%

19. Some people find that they sometimes are able to ignore pain. Circle a number to
show what percentage of the time this happens to you.
0%

10

20

30

40

50

60

70

80

90

100%

20. Some people find that they sometimes sit staring off into space, thinking of nothing,
and are not aware of the passage of time. Circle a number to show what percentage of
the time this happens to you.
0%

10

20

30

40

50

60

70

80

90

100%

21. Some people sometimes find that when they are alone they talk out loud to
themselves. Circle a number to show what percentage of the time this happens to you.
0%

10

20

30

40

50

60

70

80

90

100%

22. Some people find that in one situation they may act so differently compared to
another situation that they feel almost as if they were two different people. Circle a
number to show what percentage of the time this happens to you.
0%

10

20

30

40

50

60

70

80

90

100%

23. Some people sometimes find that in certain situations they are able to do things with
amazing ease and spontaneity that would usually be difficult for them (for example,
sports, work, social situations, etc.). Circle a number to show what percentage of the
time this happens to you.
0%

10

20

30

40

50

60

70

80

90

100%

24. Some people sometimes find that they cannot remember whether they have done
something or have just thought about doing that thing (for example, not knowing
whether they have just mailed a letter or have just thought about mailing it). Circle a
number to show what percentage of the time this happens to you.
0%

10

20

30

40

50

60

70

80

90

100%

25. Some people find evidence that they have done things that they do not remember
doing. Circle a number to show what percentage of the time this happens to you.
0%

10

20

30

40

50

60

70

80

90

100%

26. Some people sometimes find writings, drawings, or notes among their belongings that
they must have done but cannot remember doing. Circle a number to show what
percentage of the time this happens to you.
0%

10

20

30

40

50

60

70

80

90

100%

27. Some people sometimes find that they hear voices inside their head that tell them to
do things or comment on things that they are doing. Circle a number to show the
percentage of the time this happens to you.
0%

10

20

30

40

50

60

70

80

90

100%

28. Some people sometimes feel as if they are looking at the world through a fog so that
people and objects appear far away or unclear. Circle a number to show what
percentage of the time this happens to you.

APPENDIX E
CONSENT FORM
Hi, my name is Christen Herrick, M.A. Thank you for considering participating in my
research for my doctoral dissertation at the University of North Dakota. I am doing a
study under the supervision of my dissertation chair, Kara B. Wettersten, Ph.D., to
determine how certain therapeutic practices may help clients who engage in self-injury.
Your psychologist has noted that you are someone who may benefit by participating in
this study. Your relationship with your psychologist will not be affected in any way by
your choice of whether or not to participate. Your psychologist is not affiliated with the
above-named researchers and does not benefit in any way by your participation in this
study. Even after consenting and beginning the surveys, you may discontinue your
participation at any time during the study with no negative consequences as a result of
your decision to discontinue.
Your participation in this study will last for the duration of eight months. However, you
will only complete surveys at specified times throughout this eight-month period. During
your first participation experience, you will be asked to complete five surveys that will
take approximately 45 minutes. The five surveys ask questions about your self-injury
behaviors, other psychological syr tptoms, relationships with significant others, and
feelings of unreality. Two example questions are “have you felt more secure at home
when you are with people that are close to you” and “some people have the experience of
finding themselves dressed in clothes that they don’t remember putting on. Circle a
number to show what percentage of time this happens to you.” Once weekly throughout
the duration of the study, you will complete a short inventory (about 5 minutes) about
your current experiences with self-injury'. Every two months (5 times total), you will
complete surveys about relationships, unreality, and general psychological symptoms
(total time is 45 minutes). Your total participation time should not exceed eight hours and
you will be paid $50 at the completion of the study for your time.

Chart of participation timeline

One
Two
Three
Four
Five
Six
Seven
Eight

SIS
Weekly (4)
Weekly (4)
Weekly (4)
Weekly (4)
Weekly (4)
Weekly (4)
Weekly (4)
Weekly (4)

Surveys
DES-II
ASA-27
0)
(1)
0)
0)

RAQ
0)
0)

SCL-90
0)
0)

0)

0)

(1)

0)

0)

0)

0)

0)

(1)

0)

(1)

0)

Additional data containing personal information about you will also need to be obtained
in order to fully understand the effects of the treatment as it pertains to a person with your
unique characteristics. Your participation in this study will allow me to access from your
clinic file specific types of information about you and your treatment such as your
psychological diagnoses, psychiatric history, family and social histories, significant life
experiences, and what you are receiving treatment for. I understand that this is very
delicate information and I assure you that every effort will be made to disguise your
identity in the final write-up of this project. This is done by altering specific identifying
information such as your exact age, occupation, geographical location, number of family
members, et cetera. Furthermore, all participants have the option to read their
descriptions in the final write-up and have the right to make changes to any information
they feel may identify them. It should be noted that the Privacy Rule protecting Private
Health Information (PHI) may no longer protect this information once it is disclosed to a
third-party (i.e., the researcher). It is always your right to revoke your consent at any time
during the study if you decide that you no longer feel comfortable with the researcher
accessing your files. Simply tell the principal investigator that you no longer authorize
the release of your clinic files and you will be removed from the study with no further
obligation or penalty.
In addition to assuring confidentiality by altering information about you in the wiite-up,
data is also stored in a way to protect your confidentiality. The data will be kept for three
years locked in a cabinet in the Department of Counseling, separate from consent forms,
and subsequently shredded. Your names will not be written on any of the stored data, but
rather they will be number coded so that only the researcher will be able to deduce the
owner of the surveys. Access to the number coded data is only granted to me, my advisor,
and auditors who work for the Institutional Review Board at UND. At the end of the
study, after the data is analyzed, you may set up a time to meet with the principal
investigator to go over your results if you are interested. Furthermore, you wil l also be
provided with a consent form at the end of this study if you wish to sign it and allow your
psychologist access to your results.
There are several benefits to you, as well as benefits to others. The main purpose of this
study is to investigate ways to help those who currently harm themselves. Self-injury is
an emotionally painful, frustrating, and sometimes hopeless seeming situation. The
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principal investigator seeks to provide hope and help for clients such as you; who have
demonstrated great strength in the face of emotional pain.
Although it is unlikely, filling out surveys about your emotional difficulties may cause
some discomfort and/or increase symptoms. If such feelings arise and you wish to discuss
it with someone, please notify your psychologist during your next appointment. If you
feel it is an emergency, follow your psychologist’s emergency procedures, call 24-hour
crisis line at (701) 775-0525 or local number, or go to the emergency room at Altru in
Grand Forks, ND or local hospital.
If you have any further questions, please feel free to contact me by phone at (701) 7772729 or email at christen herrick@und.nodak.edu or my advisor at (701) 777-3743. If
you have any further questions, you may contact the UND Office of Research and
Program Development at (701) 777-4279.
Respectfully,

Christen G, Herrick, M.A.

Kara B. Wettersten, Ph.D.

Principal Investigator
Chair

Doctoral Dissertation

Department of Counseling
326 Montgomery Hall
University of North Dakota
Grand Forks, ND 58202

Department of Counseling
326 Montgomery Hall
University of North Dakota
Grand Forks, ND 58202

Phone: (701) 777-2729

Phone: (701)777-3743

Email: christen herrick@und.nodak.edu

Email: kara wettersten@und.nodak.edu

I have read and understand the information provided above and consent to participate in
this study.

Name (print)

Signature
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Date

APPENDIX F
AUTHORIZATION FORM
I have read the consent form provided to participate in the dissertation of Christen
Herrick, M.A. regarding treatment for those who engage in self-injurious behaviors. I
have been given a copy of this consent form for my records. I understand that as a part of
this study, I will complete various surveys outlined in the consent form and that I am also
providing my consent for information regarding my treatment, mental health concerns,
and personal history to be read by the principal investigator. I understand that this
information will NOT be released to the principal investigator to make copies of to keep
permanently. All information obtained will be reviewed within the office of my
psychologist, or information that is gleaned from photo copies will be shredded
immediately upon incorporating the information into the write-up. Furthermore, only
information necessary to write up the results of this study will be read from my file.
As stated in the consent form, it is always your right to revoke your consent during this
study if you no longer feel comfortable with the researcher accessing your files. Simply
tell the principal investigator that you no longer authorize the release of your clinic files
and you will be removed from the study with no further obligation or penalty. Although
you are not being penalized, you will no longer be able to participate, as this type of
information will be necessary in order for the researcher to make sense of the results.
I consent, under the above-stated circumstances, for the principal investigator to have
access to my therapy files.

Name (print)

Signature

192

Date
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